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Involvement of the lung due to the in- 
halation of bagasse dust constitutes a 
clinical entity known as bagassosis. It is 
a rare condition, occurring apparently 
only in those individuals who are exposed 
to the dried material. The following case 
of bagassosis is being reported because 
of several interesting features which it 
presents. 

CASE REPORT 

The patient, a 32 year old negro male, was ad- 
mitted to the medical wards of Charity Hospital 
on March 8, 1943, with a chief complaint of dysp- 
nea. The onset of his illness began three weeks 
before admission, at which time he developed a 
cough productive of clear, mucoid sputum. The 
cough persisted and became gradually more se- 
vere, but at no time was the sputum blood-tinged. 
Weakness and malaise occurred to such an extent 
that the patient was compelled to remain away 
from work every second or third day. One week 
before admission, he became so short of breath 
that he was forced to remain in bed. At this time 
he experienced chilly sensations, and a daily ele- 
vation of temperature. There was no chest pain. 

Past history revealed that the patient had al- 
ways been in excellent health. In childhood he had 
had measles, mumps, and pertussis. At 16, he had 
gonorrhea. There was no history of syphilis. 

The social history was interesting in that for 
eight months prior to admission the patient had 
been working in a celotex plant. His first work 
consisted of moving bales of damp cane grindings 


+From the Department of Medicine, Tulane Uni- 
versity School of Medicine. 


from the sugar house to the fields. During this 
time he remained in good health. One month be- 
fore admission his work was changed to that of 
moving the bagasse f10m the fields to the railroad 
cars for shipment. This bagasse was dry and often 
when the wind blew the air was so dusty that the 
workmen would have to turn away from the ba- 
gasse in order to breathe. They wore no masks, 
and the patient stated that many of the men quit 
working because the dust was so unpleasant. 
Very few pertinent findings were noted on phy- 
sical examination. He was a well developed, well 
nourished, colored male, 32 years of age, ambula- 
tory and not acutely ill. The temperature was 
100.8° F., pulse 92, respiration 23, and blood 
pressure 110/75. On inspection of the chest there 
was no lagging. Tactile fremitus was unimpaired. 
Percussion showed resonance over both lung areas 
except for a slight narrowing of Kronig’s isthmus 
on the left. The character of the breath sounds, 
and vocal resonance showed no deviation from 
normal. Fine rales were heard at the right base. 
No other positive points were found on physical 
examination. A tentative diagnosis of pneumoni- 
tis, most probably occupational, was made. 
Examination of the blood revealed a quantita- 
tive hemoglobin of 98 per cent and a white blood 
count of 12,800. The white blood count had fallen 
to 8,600 by the fourth hospital day. The urine was 
acid, specific gravity was 1.018, and there was no 
albumin or sugar present. Microscopic examina- 
tion of the centrifuged sediment showed 30-50 
white blood cells per high-power field. One week 
later after small doses of sulfathiazole (1/2 gram 
four times daily) the urine was negative and re- 
mained so the remainder of his hospital stay. The 
Kline and Kolmer tests were negative. The tuber- 
culin skin tests with old tuberculin in dilutions of 
1:10,000 and 1:1000 were both negative. Smears 
from three sputum samples were negative for acid- 
fast organisms. Examinations of the sputum for 
tubercle bacilli by the concentration method were 
likewise negative on three occasions. Fungi were 
searched for also in the sputum but not found. 
The x-ray taken on admission (figure 1) was 
reported as follows: View of the chest shows in- 
filtration throughout both lung fields, which has 
a slightly miliary appearance. There is enlarge- 
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daily for the first ten hospital days. The «aily 
elevations then became less over the next seven 
days. By the seventeenth hospital day, the daily 
temperature variation was less than 1° and re- 
mained so thereafter. His dyspnea gradually di- 
minished and he was asymptomatic except for in- 
creased fatigability within two weeks. Physical 
findings were notably few. Occasional rales were 
heard during the first week but these were vatri- 
able and inconstant. 

X-ray examination on the tenth hospital day 
(March 18, 1943) showed no change in the dif- 
fuse infiltration throughout both lungs. Exami- 
nation on the twenty-fourth hospital day (April 2, 
1943) (figure 2) showed slight clearing of the 
chest since the last examination. The patient was 
discharged the following day completely asympto- 
matic. He was advised to limit his activities and 
return in one month for check-up. 


The patient was readmitted on May 19, 1943. at 
which time he was asymptomatic and there were 
no abnormalities on physical examination of the 
chest. X-ray at this time (figure 3) was reported 
as showing considerable clearing of the diffuse in- 
filtration in both lungs since the previous exami- 
nations. 





Fig. 1 

ment of both hilar regions. Both apices appear to The patient was readmitted again on July 1, 

be clear. This could be due to atypical pneumonia 1943 and August 19, 1943. He had had no re- 

or pneumoconiosis. Miliary tuberculosis would currence of symptoms and had started working as 

have to be ruled out. a wood-cutter. X-rays at these times (figures 4 

The patient was given no specific medication. and 5) showed further clearing of the lung fields 
His temperature ranged between 98 and 102 since previous examinations. 
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Fig. 4 


CONCLUSION 
It is felt that the diagnosis of bagass- 
osis is justified in this case because of the 
clinical course, the failure to demonstrate 
the tubercle bacillus or other causative or- 


Fig. 5 


ganism, and the history of exposure to 
bagasse dust. This case is particuarly in- 
terestng for two reasons. First, it dem- 
onstrates that bagassosis may be con- 
tracted even when working out of doors 
with the dried material, and secondly that 
the disease is not a permanent condition, 
and recovery may occur over a period of 
a few months. 


ADDENDUM 


The following letter written to Dr. Jami- 
son by Dr. Thaddeus I. St. Martin of 
Houma, appropriately should be placed 
here. The content of the letter is obvious 
and gives the opinion of a scholar and one 
well qualified to express his ideas as how 
correctly bagassosis should be spelled. Edi- 
torially speaking, there might be some criti- 
cism of the word, in that a word which Dr. 
St. Martin says is dependent upon an Anglo 
Saxon root has tacked to it a suffix which 
is from the Greek. 


My Dear Dr. Jamison: 

It is indeed a pleasure to join you in trying to 
correct a wrong, and deleting a “t” from the word 
“bagastosis” before Webster and Dorland come 
along and accept and justify it. The sum total 
of my researches for the evening are as follows: 

1. Noah Webster: Bagasse: ‘“(a) Crushed, 
juiceless sugar cane as it comes from the mill. ... 
(b) Beet pulp after the juice is pressed out. (c) 
The residue after the extraction of the fiber from 
sisal and other fiber plants.” Under the “line” 
Webster gives “bagas” or “bagass.” 

2. Larousse: “Bagasse” or ‘“Bagace.” “(esp. 
Bagasa.)” ... (Evidently an old word.) “Mare 
de raisin ou d’olivés, a la sortie du pressoir.” 

3. Sorgho and Imphee, by Henry S. Olcott, A. 
O. Moore, Agricultural Book Publisher, N. Y., 1857, 
page 53, gives spelling, “bagasse.” Here mention 
is made of the sugar culture in China (p.p. 53-54). 
And no doubt the Chinese had a word for “ba- 
gasse.” P. 86, “Meanwhile, the canes that have 
been crushed are no longer canes, but bagasse; they 
are received from the carrier as before stated, and 
spread to dry in the sun, to be subsequently stored 
away in appropriate sheds for the fuel of next 
year.” 

4. Britannica: “Bagasse, the name given to the 
fibrous residue resulting from the crushing of 
sugar-cane and the expression of its juices. Origi- 
nally the term was applied in Provence, France, to 
refuse from olive-oil mills, hence anything worth- 
less. The word was also used to describe a dis- 
reputable woman, and it appears in English as 
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” 


“baggage.” The root of bagasse is the Anglo-Saxon 
baeg, referrring to the olive skin as a bag.” 

So, it seems to me that the spelling of “bagasto- 
’ depending on the time and place, could easily 
have been varied. On Albion’s Isle, depending 
on the circumstances: too much “females,” bag- 
gageosis; too much olive skins, baegosis. In Span- 
ish speaking countries, bagasaosis. In Provence, 
bagasseosis or bagaceosis. What it would have 
been in China or Africa is highly problematic. But 
here in America, with Louisiana as the pioneer 
in sugar culture, it would seem to me that the 
French spelling of bagasse would give us the spell- 
ing bagassosis, and the “t” that has slipped in 
surreptitiously should be deleted—unless there is 
something that has fallen in or dropped in that 
I know nothing about—then bagasseptosis. 


sic ” 
SIs, 


Most sincerely, 
THADDEUS I. St. MARTIN, M. D. 

P. S. I have just heard from a school teacher 
friend, who gives me the following information: 
The Spanish dictionary gives “bagazo.” She re- 
ferred me to Webster, caption “osis,” meaning a 
condition, state, or disease—ex. “varicosis,” in 
which the “e” has been dropped. Dorland gives 
about the same, but not much enlightenment. But 
in most of the word I can think of the “e” has 
been dropped. Accordingly, I vote for bagassosis. 
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In a search for a suitable oxiding agent 
that might have some beneficial effect upon 
Clostridium welchii infection in guinea pigs, 
the use of urea peroxide was suggested by 
one of us (Hauser). 

Preliminary experiments in vitro showed 

*Read before the New Orleans Chapter of the 
American Federation for Clinical Research. 

+Fellow in Orthopedic Surgery, Division of Medi- 
cal Sciences, National Research Council. 

++From the Departments of Surgery, School of 
Medicine, Tulane University, New Orleans, and 
Northwestern University, Chicago. 


that 5 grams of urea peroxide when mixed 
with 50 c. c. of distilled water in an air- 
tight system would evolute oxygen, as tested 
by a glowing splinter, at an early initial 
rate of 48.7 c. ce. when collected at room 
temperature over water during a 24 hour 
period. After this period, about 5 c. c. of 
oxygen was collected for about five days. 
If 50 c. c. of citrated human blood was used 
instead of the distilled water, the reaction 
between the hemoglobin and peroxide was 
much more active causing a rapid evolution 
of oxygen and exhaustion of the substrate in 
a few hours. Results are shown in the 
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If various dilutions of the peroxide were 
made from 1-10 to 1-5120 in distilled water, 
and if then was added an aliquot part of 
human plasma containing 0.1 c. c. of a 
24 hour culture of B. welchii containing 
1.6 x 10° bacteria, by actual count, there 
was an immediate effervescence which usu- 
ally subsided within an hour. After this 
mixture was allowed to stand one hour, the 
contents of each tube were placed in a 
sterile milk tube and incubated at 37 de- 
grees C. for 24 hours. These tubes were 
observed at eight hour intervals for begin- 
ning whey formation or “stormy” reaction. 
Results are shown in table 1. 


Because of the promising results of the 
in vitro experiments, the following ani- 
mal experiments were done: Twenty-eight 
guinea pigs, weighing between nine and 
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TABLE 1 

Dilution S8hours 16hours 24 hours 
OR so ccinetcstaseirraiestaeannes 0 0 0 
TORRE Re cle Sree coment eA 0 0 + 
RE conn dececcastneseoisieteahed 0 0 t 
ee emer 0 + E 
I neue aaacneuconmenemss 0 E 
RN  ciade ck nei aaiienioveninadion 0 - t 
INET cts ctaaieamasetienaniiinaes 0 + 
DEED ivchovanteasalaodactimaness + sa 
1 EAT et = 
NIE oitncitneieschrietelansane + 7 

KEY 
0 No fermentation 


Beginning fermentation 
Established ferment. 


twelve ounces each, were used, 14 of them 
being used as controls. The animals were 
anesthetized with ether, and the right thigh 
shaved and surgically prepared with iodine 
and alcohol. Each animal was draped with 
sterile towels and an incision was made 
about 4 em. in length on the lateral aspect 
of the thigh down to the deep fascia and 
muscles, using a sterile technic throughout. 
The muscles were exposed and cut trans- 
versely, and a few fibers were crushed with 
a hemostat. The wound edges were held 
wide apart, and 0.2 c. c. of a 24 hour meat 
broth culture of B. welchii was dropped 


TABLE 2 


No. of Therapeutic Agent Average survival 
pigs None time (hours) 
14 Urea peroxide 10% 38.6 
14 in urea crystals 47.3 


into the wound. Immediately after this pro- 
cedure, 0.5 gram of sterile dirt was dusted 
into the wound which was then closed with 
three interrupted cotton sutures through 
the skin, closing the wound tightly. In those 
animals receiving treatment, 0.5 grams of 
10 per cent urea peroxide intimately mixed 
with pure crystalline urea was dropped into 
the wound with a sterile spatula before 
closure. There was a marked effervescence 
in the wound after the administration of 
the drug which was allowed to subside be- 
fore closure. All 28 of the guinea pigs died 
of gas gangrene. Those receiving the urea 
peroxide showed a survival time of 47.: 
hours average. Those receiving no treat- 
ment survived 38.6 average hours. 

Grossly, there was evidence of Clostri- 
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dium welchii infection. At autopsy, Clos- 
tridium welchii could be recovered from all 
of the infected animals. Histologic study 
of the area infected showed separation of 
the collagen fibers of the corium with in- 
jury to the hair follicles. There was necro- 
sis, fragmentation, and separation of the 
muscle fibers with a necrotic, fibrinous 
exudate between the muscle fibers. 
CONCLUSION 

Using the technic outlined in this paper, 
urea peroxide does not markedly influence 
Clostridium welchii in guinea pigs. Inhi- 
bition of bacterial growth was noted in the 
in vitro experiments. 

WORLD WARS AND THEIR BEARING 
ON MEDICAL PRACTICE, WITH SPE- 
CIAL REFERENCE TO DIGESTIVE 
AND TROPICAL DISEASES* 


GEORGE B. EUSTERMAN, M. D.+ 
ROCHESTER, MINN. 





Apart from the accidents of training 
maneuvers, the casualties of actual combat 
and the exotic diseases inseparable from the 
prosecution of a global war, the medical 
experiences of those concerned with the 
armed forces are in large measure identical 
with those encountered in civil practice. 
From a background of service in several 
base hospitals in the deep South during the 
first World War, and in the light of devel- 
opments that have already occurred in the 
present world conflict, I thought it appro- 
priate to appraise the changing scene be- 
cause of its significance to certain aspects 
of future medical practice, especially from 
the standpoints of gastroenterologic and 
tropical disease. 

In my opinion, too much emphasis and 
publicity have been given formerly to the 
problems presented by acute infections, 
venereal disease, tuberculosis and disorders 
of the heart, important as these may be. 
The impression prevailed that disorders of 
other systems were of secondary impor- 


*Read before the seventh annual meeting of the 
New Orleans Graduate Medical Assembly, New Or- 
leans, March 15, 1943. 

+From the Division of Medicine, Mayo Clinic, 
Rochester, Minn. 
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tance. Of course, there was one explanation 
for this in the first World War, namely, 
the prevalence of such severe, widespread 
epidemics as influenza, pneumonia, cerebro- 
spinal meningitis, measles and their se- 
quelae, which so far have happily been 
spared us in the present war. But in view 
of prevailing conditions, if soldiers are to 
receive medical attention equal to that avail- 
able in civil life, the military medical serv- 
ices, as emphasized by Pepper,' must be 
prepared to meet every type of general 
medical disease and must have all the neces- 
sary diagnostic and therapeutic equipment. 
Fortunately, the diverse needs of the armed 
forces have been anticipated in time, so that 
the modern hospitals of the army and navy 
are models of scientific organization and 
equipment, and are prepared for any emer- 
gency. 

During World War I, unfamiliarity of 
the medical profession with details concern- 
ing the incidence, diagnosis and treatment 
of the commoner lesions and functional dis- 
orders of the digestive tract was apparent. 
The institution where I had worked had 
been one of the pioneers in development of 
knowledge of gastrointestinal diseases in 
this country. Therefore, perhaps my aware- 


increased. Almost without exception, con- 
temporary writers convey the impression 
that the high incidence of gastric and duo- 
denal ulcer largely has been a development 
since the cataclysm of 1917-18. In support 
of this contention, such writers may point 
to Hinton’s* report of the increase in the 
ratio of peptic ulcers among patients ad- 
mitted to Bellevue Hospital, or to the in- 
creasing number of patients with chronic 
peptic ulcer seen at the Mayo Clinic, or to 
both. But it is impossible, from institu- 
tional records, to determine the incidence 
of any disease or condition in the general 
population, since the total registration in a 
hospital or clinic are not a representative 
sample of the general population. Sampling 
to discover the true incidence of peptic 
ulcer is difficult and has not been done. 
The broken line in figure 1 gives the im- 
pression that the incidence of ulcer is on 
the upgrade. The solid line, however, does 
not uphold this impression. Had I made 
an analysis just prior to 1930, undoubtedly 
I would have come to a conclusion similar to 
that of some others, namely, that ulcer was 
on the increase. However, an analysis 
made during the period from 1927 to 1936 
inclusive might well have startled the ob- 
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on the period chosen for analysis. It is true 
that more patients with ulcer are being 
seen by the physicians at the Mayo Clinic. 
However, total registrations have increased 
proportionately. Considering the picture 
as a whole, there is no evidence that the 
incidence of ulcer is increasing. 

My experience strongly inclines me to 
the belief that chronic peptic ulcer, espe- 
cially duodenal ulcer, had been a prevalent 
disorder of the civil adult population for 
an undetermined number of years ante- 
dating the first World War. As early as 
1908, the late Dr. W. J. Mayo,” in a report 
of 272 cases of surgically verified duodenal 
ulcer, made the following significant com- 
ment: “Surgical invasion of the upper ab- 
dominal region has gradually enabled us to 
replace theory with facts, the fallacious 
clinical observations have given way before 
actual demonstrations of disease condi- 
tions.” With the advent and development 
of objective methods of diagnosis, in par- 
ticular roentgenographic examination, the 
number of patients annually coming under 
observation markedly increased. Such eval- 
uation, plus the fact that members of the 
medical profession were becoming increas- 
ingly mindful of ulcer, seems to be the 
logical explanation of the apparently in- 
creased incidence of ulcer. 

DISEASES OF TITE DIGESTIVE TRACT 

The role played by digestive disorders in 
military service always has been important 
and such disorders, as I have observed pre- 
viously, are in general similiar to those 
encountered in civil life. The professional 
personnel of many military hospitals in the 
first World War sensed their inexperience 
in this field, so that special educational 
facilities in some instances were provided 
by those with specialized knowledge. This 
state of affairs furnished the incentive for 
a movement begun in 1917, the successful 
culmination of which twenty-three years 
later made gastroenterology one of six sec- 
tions comprising the medical service of the 
new cantonment type mobilization plan 
general hospital. A brief history of this 
movement and of other interesting asso- 
ciated details has been recorded by Kantor.’ 


The justification and necessity of such 
innovation is attested in various ways. As 
Breed® has aptly pointed out, important 
advances in medical science during the last 
quarter century have been made by well 
trained internists in the special fields: 
“They have refined diagnostic procedures, 
established standards of treatment and 
given impetus to scientific research in all 
branches of medicine. By their efforts, 
method and implements of precision, mak- 
ing for speedier and more accurate diag- 
nosis, have been developed and extended 
freely to the large group of practitioners.” 

The wisdom and timeliness of such spe- 
cial hospital organization is obvious in the 
light of developments during the present 
war. Military medical literature of the 
past three years is replete with reports uni- 
formly stressing the high incidence of gas- 
tric disorders, especially duodenal ulcer, in 
the armed forces. The incidence of ulcer 


‘ varies from 35 to 55 per cent in hospitalized 


patients. Editorials in leading Canadian 
and British medical journals have empha- 
sized the fact that diseases of the digestive 
tract are the most important medical prob- 
lem of the war and that dyspepsia repre- 
sents the single most prevalent type of 
disease among military patients. The 
significance of this state of affairs seems 
to be epitomized in the expression “duo- 
denal ulcer battalions” found in a recent 
communication from Brown.® Of immedi- 
ate interest to the civilian practitioner is 
the fact that from two-thirds to nine-tenths 
of patients admitted to hospitals of the 
army and navy presented evidence of hav- 
ing had duodenal or gastric ulceration prior 
to induction into the British armed forces. 
It is reasonable to presume that a similar 
state of affairs will be found to exist among 
our own forces in the same age brackets, 
with the possible exception that the ratio of 
gastric to duodenal ulcer is somewhat 
higher in Britain, as shown in tables 1 
and 2. 

After a considered review of the record- 
ed military medical experience of the pres- 
ent war, and with the backdrop of exten- 
sive experience in the diagnosis and treat- 
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TABLE 1 
LAWSON GENERAL HOSPITAL** 


Total nunwber admissions October 1, 1941- 


May 1, 1942 3492 
Total number admissions: 
To medical service .. 1755 
To gastrointestinal section . 816 
Number with peptic ulcer 98* 
Number with gastric ulcer 3 
Number with duodenal ulcer... 95 
Number with functional digestive 
disease . 118 
31% 
TABLE 2 
ANALYSIS OF 2.500 ADMISSIONS TO BRITISII 
MILITARY HOSPITALS FOR DYSPEPSIA” 
Per cent 
Duodenal ulcer - 32.5 
NN SON ssi csv scccscnianexsaninendainnstaibinies 9,2 
Peptic ulcer ‘ ; 8.0 
Hematemesis and melena a3 
51.9 
Gastritis (functional dyspepsia) 35.0 
Gastro-enteritis and colitis 6.8 
Appendicitis 2.3 
Cholecystitis ' ; 0.8 
Carcinoma ; 0.5 
Miscellaneous ; ; 2.9 
100.0 


ment of gastrointestinal disorders in civil 
practice, I am motivated to discuss some 
of the varied problems confronting mem- 
bers of the medical profession and the bear- 
ing of these problems on present and fu- 
ture medical practice. In the first place, 
it might reasonably be asked what role, if 
any, does training and combat play in the 
genesis of organic gastroduodenal disease? 
In my opinion one investigation is necessary 
to solution of this important problem, 
namely; a complete gastrointestinal study 
of draftees before their induction into the 
army. I wonder if the best will be made 
of opportunities in this respect? A little 
more than a year ago, Saslaw and Junker- 
mann‘ reported the results of a study of 
the medical aspects of the Selective Service 
System in this country but they did not 
mention digestive disorders (except insuf- 
ficient teeth, gingivitis and hemorrhoids) 
as causes of rejection of 1752 white men 
and negroes during a period of three 
months in the spring of 1941. In contrast 
to this, gastrointestinal disorders in Canada 


caused more rejections than any other dis- 
ability except defective vision. Disregard 
of gastrointestinal disease on the part of 
our local draft boards is not conducive to 
increase of knowledge in this field. Selec- 
tees lend themselves admirably to the study 
of the genesis of ulcer. In experience at the 
clinic more than two-thirds of the patients 
with proved duodenal ulcer and more than 
half of those with gastric ulcer first pre- 
sented symptoms of the disorder between 
the ages of eleven and thirty years. 

I realize the obstacles in the way of in- 
vestigation of the gastrointestinal tract 
during the stress of war; shortage of quali- 
fied roentgenologists, and the time required 
for thorough examination in this field, in 
contrast to the more expeditious examina- 
tion of the pulmonary system, for example. 
But the possibilities of such study, from a 
scientific and economic standpoint alone, 
cannot be denied. The high incidence of 
proved ulcer and of complaints similar to 
those made by persons who have ulcer, the 
latter often classified as arising from 
“duodenitis,” in the armed forces, at least 
justifies the conclusion that military life is 
an aggravating, if not an actually causative, 
factor. This impression receives further 
support by observations made on civilians 
living in combat zones and on industrial 
workers. Stewart and Winser® reported 
the increased incidence of perforations 
from ulcer during heavy air raids in Lon- 
don and surrounding cities and Riley’ re- 
ported similar data from Newcastle-on- 
Tyne. Rothe’s'’ extensive roentgenologic 
studies concerned with ammunition workers 
of the Krupp factories, and their families, 
led him to conclude that there was an actual 
increase of organic diseases, especially 
duodenal ulcer, during the three years end- 
ing October 30, 1940. 

Much of what has been said concerning 
chronic gastroduodenal ulcer also applies 
to chronic gastritis, especially the hyper- 
trophic variety. It is reasonable to infer 
that the vicissitudes of war, characterized 
by periods of extreme nervous and physical 
fatigue, by the necessity of hasty eating of 
coarse and poorly prepared food and cold 
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rations, by long and irregular intervals be- 
tween meals and by abuse of alcohol and 
tobacco, predispose to inflammation or ul- 
ceration. Moreover, emotional conflict, in- 
volving anxiety, hostility and resentment 
has full sway. Wolf and Wolff,'! in con- 
vincing fashion, have demonstrated the po- 
tentialities for ulceration under such cir- 
cumstances. It will be recalled that Schin- 
dler’= made some of his first important ob- 
servations on gastritis in examination of 
German soldiers following the first World 
War. Reports regarding this disease, from 
British and most continental sources, are 
unreliable, as the diagnoses were not veri- 
fied by gastroscopic examinations. The 
observations of Henkel" impress the reader 
with the importance of gastroscopic proce- 
dures. By the termination of hostilities a 
proper appraisal of this entity, so far as 
armed forces of the United States are con- 
cerned, should be forthcoming through the 
work of such well trained and competent 
observers as Chamberlin,!! Kantor,* Berk” 
and medical officers of the army and navy 
now active in the services. 
Gastrointestinal neurosis, that is, a so- 
called functional disorder without demon- 
strable evidence of organic disease, is a 
characteristic of from 18 to 35 per cent of 
patients in United States military hospitals. 
Berk’ stated that this group of patients 
comprised a much larger percentage of ad- 
missions to general hospitals of the army 
and navy in the United States than has been 
the experience of the British and Ca- 
nadians. The situation is about the same 
as that which obtains in civilian practice. 
Apart from the malingerers, there is the 
same percentage of biologically inadequate, 
neuropathic and psychopathic individuals. 
To what extent mobilization and training 
are conducive to this type of disorder is 
controversial. Many authorities are in- 
clined to minimize them. Such unfavor- 
able factors as separation from occupation 
and home ties are usually compensated for 
by security of occupation and income, how- 
ever modest, or by removal of the individu- 
al from uncongenial surroundings or voca- 
tion or from one of a variety of conflicts. 
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Of course the effect of actual combat, chief- 
ly of a psychoneurotic nature, is another 
matter. 

While the medical personnel and the 
diagnostic and therapeutic equipment of the 
modern army or navy hospital leaves little 
to be desired, the difficulties of diagnosis, 
treatment and disposition of the group of 
patients here under consideration still per- 
sists to a considerable degree. According 
to Chamberlin,’ half of the small series of 
patients with irritable colons and duodenitis 
(pre-ulcerous symptoms, or dyspepsia re- 
sulting from chronic abuse of alcohol) were 
returned to duty, but only a small percent- 
age of the constitutionally inadequate, men- 
tally deficient or definitely psychoneurotic 
were fit to be so returned. One encourag- 
ing result obtained in several general hos- 
pitals with well trained specialized person- 
nel, including psychiatrists, was rehabilita- 
tion of many of those discharged from the 
army; this permitted their return to a more 
useful degree of civil life than would have 
been possible otherwise. 

A soldier or officer with an active ulcer 
faces a gloomy outlook as far as a military 
career is concerned. The same is true of 
one with hypertrophic gastritis, with or 
without erosion or ulceration. It is the 
fixed policy of medical authorities of the 
army and navy eventually to discharge 
every enlisted man who has an active ulcer. 
Whether this policy will undergo modifi- 
cation in the future, such as it has under- 
gone in other warring countries 4s the re- 
serve man power gradually has shrunk, re- 
mains to be seen. It is the policy of the 
Surgeon General’s office of the army to ac- 
cept, for limited service only, applicants for 
commissions as officers who give histories 
of gastric or duodenal ulcer, provided such 
histories indicate freedom from activity 
during the preceding five years, and pro- 
vided further that the gastrointestinal 
roentgenologic study at the time of exami- 
nation gives a negative result. Military and 
medical authorities have commented on the 
conscientious, resourceful and aggressive 
nature of the average officer who has an 
ulcer. Because of these characteristics, his 
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services frequently are retained for limited 
military duty, a circumstance which usual- 
ly makes possible for him proper rest, diet, 
interval feeding and medication. 

Certain conclusions can be drawn from 
the foregoing in terms of civilian practice 
“when Johnnie comes marching home.” 
First of all to be borne in mind is the pre- 
valence of peptic ulcer and its equivalents 
in the adult population, and to less degree 
its congener, gastritis. These are usually 
disabling diseases, especially under the 
exigencies of military life. To render them 
less disabling in civil life and at the same 
time to prevent serious complications, pa- 
tients who have ulcer should be treated ade- 
quately during the inception of the disease, 
at a time when permanent cure can be more 
readily accomplished. Individuals predes- 
tined to have a gastrointestinal lesion or 
to be troubled by gastrointestinal dysfunc- 
tion will, in all likelihood, experience its 
development during the period of intensive 
training and active combat service. Neu- 
rotic patients who have haunted offices of 
physicians in ante bellum days may visit 
those offices less frequently in post bellum 
days if the patients have had the advantage 
of proper management in general hospitals 
of the army or navy before their discharge. 
This conjecture also provides a therapeutic 
hint to the civilian practitioner. 

TROPICAL DISEASES 

Undoubtedly exceeding in clinical im- 
portance the gastrointestinal disorders of 
the armed forces just discussed, are tropi- 
cal diseases. With few exceptions the ex- 
peditionary forces of the army, navy, and 
air corps and all auxiliary branches have 
been sent to outposts of our continent and 
to foreign lands in which tropical diseases 
of every description are rampant. This 
‘presupposes wholesale infection and impor- 
tation of such diseases, the timely recogni- 
tion and successful treatment of which con- 
stitutes a challenge to every practitioner. 
Are we practitioners prepared to meet it? 

Today we are witness to the paradox that 
while tropical medicine is a field in which 
some of the most noteworthy achievements 
have been made by American physicians, 
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it has not been one of the major specialties 
of American medicine. Graduates of Tu- 
lane and Harvard universities are fortunate 
in this respect, as these institutions have 
had departments of tropical medicine for 
some time. Graduates of Tulane, and mem- 
bers of its faculty, have been pioneers in 
valuable contributions to knowledge in this 
now all important field. With that energy 
which characterizes the American people, 
the Surgeon Generals of the army, navy, 
and United States Public Health Service, 
the National Research Council, various re- 
search foundations, educational institutions, 
state public health authorities, and the pro- 
fession as a whole, in diverse ways, have 
taken steps to meet the threatened emer- 
gency and to minimize so far as possible 
educational shortcomings. Nevertheless, the 
average physician must sense his unpre- 
paredness to deal with the multiplicity of 
problems with which he may be confronted. 
This is especially true if he is mindful of 
the imposing array of protozoal, parasitic, 
bacillary and helminthic disorders, to say 
nothing of those due to viruses, rickettsias, 
and various fungi. Moreover, successful 
diagnosis and treatment presupposes fa- 
miliarity with laboratory methods, which is 
usually lacking. However, the resourceful 
physician will rise to the occasion by be- 
coming mindful of tropical disease first of 
all, and by delving generously into standard 
texts on tropical diseases such as that by 
Craig and Faust,'® Strong’s' revision of 
Stitt’s two volumes, Manson-Bahr’s'® work, 
and others. He will familiarize himself 
with the geographical distribution of the 
major diseases as outlined graphically in 
these texts, and will attend refresher 
courses whenever the opportunity presents 
itself. Current articles will provide in- 
structive, up-to-date information." 


A brief practical consideration of the 
more important tropical diseases may not 
be amiss. Some of these diseases, especial- 
ly the great plagues such as cholera, typhus 
fever, bubonic plague and yellow fever, 
which so far probably have not reached 
epidemic proportions, either “kill or cure,” 
as the saying goes. At least their sequelae 
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are not of such great moment to the civil 
population. Vaccination against yellow 
fever apparently affords complete and per- 
manent protection; that against cholera 
and bubonic plague is only partial and per- 
haps of short duration. Epidemic, louse- 
borne typhus fever remains one of the 
greatest threats to armies, prison camps 
and to starving populations in the cooler 
climates. Vaccination as a_ preventive 
measure is of promise. 

Malaria has been properly called the 
scourge of the present war. In the opinion 
of no less an authority than Strong,'* from 
the standpoint of prevalence, this disease 
appears to be the most important of all 
diseases in the world today. The benign 
tertian and quartan types, although rarely 
fatal, may cause great disability, but the 
malignant tertian or estivo-autumnal type 
is often fatal and frequently is associated 
with severe complications such as blackwa- 
ter fever and profound anemia. The cir- 
cumstances under which the disease is con- 
tracted by members of the fighting forces 
should intensify its inherently malignant 
nature. Always to be remembered is the 
fact that the first manifestations of malig- 
nant malaria may occur after the infected 
individual has returned to his civilian en- 
vironment. Increasing resort to travel by 
airplane will increase such occurrences, as 
it will also increase the menace of transmis- 
sion of the disease, as pointed out by Jack- 
son.” 

Because of its diagnostic import, the pro- 
tean nature of malaria, especially the es- 
tivo-autumnal form, should be emphasized. 
It may simulate almost any other known 
disease, especially in countries where it is 
endemic. Involvement of the brain, and 
other portions of the central nervous sys- 
tem, can give rise to a variety of symptom 
complexes and diagnostic difficulties of the 
first order. Manson-Bahr*' stated that ab- 
dominal emergencies, such as the acute 
forms of appendicitis, cholecystitis and pan- 
creatitis, and even intestinal obstruction, 
may be simulated during the acute stages 
of the infection. In a concise, authorita- 
tive article dealing with the essential as- 


pects of diagnosis and treatment, Yorke,** 
of England, illustrated the method of prep- 
aration of thin and thick blood films. These 
the practitioner should be able to prepare 
for sending to a pathologic laboratory for 
examination. Yorke took the attitude that 
every sick individual who has recently re- 
turned from a malarial country is suspect, 
even in the absence of a history of previ- 
ous attacks, unless some other diagnosis is 
obvious. If the patient is anemic and if the 
spleen is enlarged, suspicion is increased; 
but absence of such signs does not exclude 
malaria. Should there be a delay of sev- 
eral days before a report is received from 
the laboratory, antimalarial treatment is 
instituted at once if the patient is ill, in 
order to safeguard against possible catas- 
trophe. No harm is done if the disease is 
nonexistent. Reference must be made to a 
compilation of forty-four contributions 
dealing exclusively with malaria of man 
published as a symposium by the Ameri- 
can Association for the Advancement of 
Science,”* which will well repay the reader. 
While most authorities are agreed as to 
general principles of the treatment of 
malaria, there is much difference of opinion 
as to details. The minimal antimalarial 
course of four weeks recently outlined by 
Dove** should appeal to most practitioners. 
According to the British medical history 
of the first World War, bacillary dysentery 
took the place of second importance among 
war diseases. In the Gallipoli campaign 
this disease was responsible for the majori- 
ty of the 120,000 casualties evacuated from 
the peninsula within three months. In its 
epidemic forms it has been particularly a 
disease of armies in the field. It is of more 
frequent occurrence and often is more viru- 
lent in the tropics than elsewhere. In In- 
dia, Malaya and the Pacific Islands the dis- 
ease is responsible for widespread epi- 
demics with high mortality. The menace 
to our civilian population on the return of 
infected soldiers is obvious. It is estimated 
that of every 100 individuals affected, about 
twenty become carriers for several months 
and are the source of fresh epidemics. 


Many physicians have regarded bacillary 
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dysentery as a self-limited disease, the acute 
manifestations of which last for ten days to 
two weeks, followed by a convalescent pe- 
riod. But the observations of many au- 
thorities in tropical medicine, including 
those of Silverman and Friedrichs,*° D’An- 
toni,“" and others in this country, go to 
prove that the disease may persist in a 
chronic form, which may closely resemble 
chronic ulcerative colitis. _Manson-Bahr** 
said the appearance of the intestine in this 
stage reminded him of the cobblestones of 
some old French town. He maintained that 
chronic bacillary dysentery was one of the 
common causes of chronic diarrhea in the 
tropics. Silverman and Friedrichs”’ insist- 
ed that the chronic form was increasing in 
this country and that it might give rise to 
such complications as arthritis, myocarditis, 
vascular dysfunction, or even obstructive 
spasm and acute perforation. 

There are, of course, many other im- 
portant causes of diarrhea. If the patient 
has recently been in the tropics, or is liv- 
ing in close proximity to one who has been 
there, the other “tropical” diarrheas should 
be borne in mind, namely; amebic dysen- 
tery, helminthic dysentery which is due to 
the bilharzial flukes, especially Bilharzia 
mansoni, and the diarrhea associated with 
malaria of the estivo-autumnal type. The 
last may give rise to a form of acute en- 
teritis with hemorrhage, closely simulating 
amebic dysentery. 

Next in importance to malaria and the 
dysenteries, in my judgment, are leish- 
maniasis, especially the visceral form 
known as kala-azar, schistosomiasis or bil- 
harziasis, and filariasis. Less important 
perhaps are trypanosomiasis, of which 
there are both the African and American 
types, and relapsing fever. The major por- 
tion of our armed forces abroad are con- 
stantly exposed to these diseases. Involve- 
ment of abdominal viscera is a conspicuous 
feature of the first two. 

It is now a quarter of a century since I 
had my first experience with kala-azar. The 
patient was a middle-aged man, an Ameri- 
can missionary, who on examination was 
found to have an enlarged spleen, anemia 
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and malnutrition. The fact that he had 
been stationed in Assam, one of the four 
heavily infected provinces of India, coupled 
with a history of prolonged, intermittent 
fever early in the course of his difficulties, 
aroused my suspicions as to the cause un- 
derlying the splenomegaly. Leishmania 
donovani were not present in the circulat- 
ing blood but were found on splenic punc- 
ture. Response to treatment with antimony 
was satisfactory. Fuadin (neoantimosan— 
Rayer) appears to be the most effective 
preparation at present. It is to be remem- 
bered that American leishmaniasis, espun- 
dia, extends from Yucatan to the Argen- 
tine. 

Of the three forms of schistosomiasis 
(bilharzias)—the oriental or Japanese, the 
vesical or urinary, and the mansonic or so- 
called intestinal—we, in this country are 
more familiar with the last two than with 
the first. If one has seen service in the 
tropics and gives a history of hematuria or 
of abdominal complaint of any kind, espe- 
cially in association with hepatosplenic en- 
largement, fever with eosinophilia, or he- 
patic cirrhosis, this disease should be con- 
sidered. Search should be made for the 
eggs in the urine or feces. If ova are pres- 
ent, they should be recognized easily be- 
cause of their characteristic appearance. 
The recent report by Blum and Lilga*® of 
two cases of hematuria due to schistosoma 
hematobium, occurring in Northern Michi- 
gan, is of interest in this connection. Tar- 
tar emetic or fuadin is employed in the 
treatment of this disorder. 

Filariasis, due to infestation with Wu- 
chereria bancrofti, is also wide in distribu- 
tion, especially in India, South China, the 
Dutch East Indies and the neighboring is- 
lands of the Pacific. It is known to extend 
southward from Charleston, South Carolina 
to the Argentine. The disease is especially 
prevalent in the Virgin Islands. It has been 
reported that many American soldiers in 
North Africa have been infested. Elephan- 
tiasis of the legs, hydrocele, lymph scrotum 
and chyluria are the most commonly occur- 
ring manifestations of the disease. Chylous 
ascites appears to be of rare occurrence. | 
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recall one case of chyluria in which the pa- 
tient was a middle-aged American woman 
who, on several occasions, had spent the 
winter months in Egypt. Unfortunately, 
there is no effective form of treatment for 
this infection of which I am aware. How- 
ever, we corrected the chyluria in this par- 
ticular instance by over-distension of the 
renal pelves. 
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THE DIAGNOSTIC CONFUSION BE- 
TWEEN ACUTE APPENDICITIS 
AND PELVIC INFLAMMA- 
TORY DISEASE* 


FREDERICK FITZHERBERT BOYCE, M. D.+ 
NEW ORLEANS 





A fitting introduction to the diagnostic 
confusion between acute appendicitis and 
pelvic inflammatory disease is a group of 
case histories illustrative of the confusion: 

CASE NO. 1 


A colored v;oman, 21 years of age, had suffered 
for 72 hours from lower abdominal pain, nausea 
and vomiting. She had had several similar acute 
attacks during the past year, during which she 
had also had a profuse vaginal discharge. The 
temperature was 99.6° F. and the pulse rate 120 
per minute. Physical examination revealed gen- 
eralized abdominal tenderness and rigidity, most 
marked below the umbilicus and in both lower 
quadrants. Pelvic and rectal examination re- 
vealed bilateral tenderness. 

CASE NO. 2 

A colored woman, 36 years of age, was set upon 
and beaten by five men five days before her ad- 
mission to the hospital. An hour later she devel- 
oped acute abdominal pain, nausea and vomiting. 
Two days afterward she developed a profuse va- 
ginal discharge and burning on urination. The 
temperature on admission was 99° F., and shortly 
thereafter rose to 103° F. The pulse rate was 90 
per minute. Physical examination revealed ten- 
derness and rebound tenderness in the right iliac 
fossa, with generalized rigidity, more marked in 
the upper abdomen. Pelvic examination revealed 
bilateral tenderness and multiple uterine fibroids. 
The white blood cell count was 33,900 per cu. mm. 
and the polymorphonuclear leukocyte percentage 
was 87. The sedimentation rate was 26 minutes. 


*Read before the Orleans Parish Medical Soci- 
ety, May 24, 1943. 

+From Charity Hospital of Louisiana at New 
Orleans. 
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Special examinations, undertaken on a diagnosis 
of kidney injury, were negative. 
CASE NO. 3 

A white woman, 32 years of age, was wakened 
from sleep 12 hours before admission to the hos- 
pital by a stabbing pain in the right lower quad- 
rant of the abdomen, followed by nausea and vom- 
iting. The temperature was 99° F. and the pulse 
rate 90 per minute. Physical examination revealed 
tenderness and rebound tenderness in the right 
iliac fossa, and pelvic examination revealed bi- 
lateral tenderness. The white blood cell count 
was 12,600 per cu. mm. and the polymorphonu- 
clear leukocyte percentage was 78. The sedimen- 
tation rate was 14 minutes. 

CASE NO. 4 

A colored woman, 20 years of age, took a purga- 
tive, for no apparent reason, 36 hours before ad- 
mission to the hospital. Twelve hours later she 
developed paraumbilical pain which radiated to 
and still later was localized in the right iliac fossa. 
She was nauseated but did not vomit. Twelve 
hours later the onset of her period and of diarrhea 
occurred simultaneously. The temperature was 
100° F. and the pulse rate 98 per minute. Physi- 
cal examination showed marked tenderness, re- 
bound tenderness, and rigidity in the right lower 
quadrant, where a possible mass was felt. The 
white blood cell count was 26,000 per cu. mm. and 
the polymorphonuclear leukocyte percentage was 
90, with 36 stabs. The sedimentation rate was 30 
minutes. 


The patients described in cases 1 and 2 
were treated conservatively for pelvic in- 
flammatory disease, and postmortem exam- 
ination in each case revealed ruptured 
appendicitis and generalized peritonitis, 
associated in the first case with extreme 
fatty metamorphosis of the liver and in the 
second with subphrenic abscess. Operation 
was carried out in cases 3 and 4 on a diag- 
nosis of acute appendicitis. Both patients 
had acute pelvic inflammatory disease, asso- 
ciated in case 4 with purulent pelvic peri- 
tonitis. Wisdom after the event comes to us 
all, but I doubt whether in the emergency 
any of us, whether surgeon or gynecologist, 
would have managed any of these cases 
differently. 


ANALYSIS OF CASES 

As the basis of this discussion I have 
analyzed in detail 60 cases of acute pelvic 
inflammatory disease in which emergency 
surgery was done on the mistaken diag- 


BoYcE—A ppendicitis 


nosis of acute appendicitis during a recent 
approximately three-year period at the New 
Orleans Charity Hospital. I am afraid I 
undertook the study with the somewhat 
uncharitable thought that I should find 
operation unwarranted in most of them. 
I should have known better. Except for a 
small number of cases in which pelvic ex- 
amination was omitted (or if performed 
was not recorded) there were not more than 
three or four cases in which it would be 
fair to make even such a comment as that 
the surgeon’s zeal outran his discretion. 
Twenty-five surgeons, most of whom were 
responsible for only one or two cases each, 
performed the 60 operations. The majority 
of them were residents in training, but 
some of them were chiefs of service, and 
exceedingly few of either group need any 
apologia for their performance. 

Since these 60 cases do not represent the 
total number of such operations performed 
during the period covered by them, it would 
be futile to attempt any comparisons with 
the total number of cases of pelvic disease 
treated at Charity Hospital during this 
time. Very illuminating, however, are cer- 
tain comparisons between this small series 
and certain cases in a series of 5,208 sur- 
gical cases of acute appendicitis which 
I have studied cumulatively at the New 
Orleans Charity Hospital over a _ recent 
eleven and a quarter year period. 

Most striking of all the comparisons is 
the zero mortality in the 60 unnecessary 
emergencies, as compared with three deaths 
in 46 cases in the larger series of appen- 
dectomies in which operation was postponed 
for varying intervals on a mistaken diag- 
nosis of pelvic inflammatory disease. Dur- 
ing the period covered by the latter series 
there also occurred in Charity Hospital 
seven deaths from acute appendicitis in 
which operation had not been performed at 
all because the same mistaken diagnosis had 
been made. 

Twenty-three of the 60 women were 
white, and their ages ranged from 17 to 42 
years. The 37 negro women ranged in age 
from 14 to 32 years, all but eight being 
under 25 years of age. The age incidence 
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is what might be expected and is not helpful 
in diagnosis, for the period of late adoles- 
cence and early adult life is the period of 
greatest frequency of both acute appendi- 
citis and pelvic inflammatory disease. 

The history, or even the demonstration, 
of pelvic disease is, of course, no justifica- 
tion for assuming that the patient does not 
also have acute appendicitis. In both races 
in this small series the pelvic findings were 
frequently at variance with the facts of the 
history, though, as is the general experience 
at Charity Hospital, white women were 
more inclined deliberately to falsify their 
histories than negro women. Fifteen women 
had had recurrent acute attacks, about half 
of which were acknowledged to have been 
caused by pus tubes and some of which 
were apparently much more severe than the 
current acute attacks. In the majority of 
cases the history of the acute attack was 
relatively brief, being under 48 hours in 
about half of the cases, and in fully half it 
duplicated the classical picture of acute 
appendicitis. Two white and 10 negro 
women had syphilis, which is of signifi- 
cance only because both varieties of vene- 
real disease are so frequently observed in 
the same subject. 

Right-sided pain was the first symptom 
in 33 of the 60 cases. The statement is 
frequently made that if pain occurs first 
in the right side, the disease is not acute 
appendicitis, but this belief is a fallacy, 
and a dangerous one at that. Right-sided 
pain was the first symptom in 192 of the 
5,208 cases of acute appendicitis previously 
referred to, and in this small group there 
were 25 fatalities. 

Bilateral pain is undoubtedly more typi- 
cal of pelvic inflammatory disease than of 
acute appendicitis, and it was present either 
initially or before operation in the majority 
of the 60 cases. But it was also present in 
15 of the acute appendicitis cases studied, in 
eight of which death occurred. 

Pain rousing the patient from sleep is 
typical of acute appendicitis, and it oc- 
curred in 483 cases of the appendicitis 
series. But it also occurred in six of the 
60 cases of pelvic disease. Extension of 
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pain to the leg is typical of acute appendi- 
citis, and it was observed in 259 cases in 
that series. But it was also observed in 10 
of the 60 patients with pelvic disease, many 
of whom assumed the jack-knife position so 
likely to be assumed by patients with acute 
appendicitis. The coincidence of the onset 
of pain with the onset of the menstrual 
period is supposed to be typical of pelvic 
disease, and was observed in six of the 60 
cases. But the same coincidence was ob- 
served in 42 cases of acute appendicitis, 
three of which terminated fatally. 

In three of the 60 cases of pelvic disease 
the taking of a purgative preceded or per- 
haps precipitated the development of pain, 
but this sequence by no means excludes 
acute appendicitis. There were 42 such 
cases, five of which were fatal, among the 
5,208 cases of acute appendicitis. Three 
white and seven negro women with pelvic 
disease took purgatives before they were 
admitted to the hospital, and this fact, com- 
bined with the suspicion of acute appendi- 
citis, furnished a double justification for 
exploratory laparotomy in these special 
cases. 

Urinary symptoms, chiefly dysuria, noc- 
turia and frequency, were elicited in 21 of 
the 60 unnecessary emergencies, and there 
is no doubt that the syndrome is typical of 
acute pelvic disease. But it is by no means 
infrequent in acute appendicitis. It was 
present in 187 of the 5,208 cases, in 21 of 
which death occurred. 

Chills, which were present in six of the 
60 cases, are more typical of pelvic in- 
flammatory disease than of acute appen- 
dicitis, but they were also observed in 188 
of the acute appendicitis cases, in 18 of 
which death occurred. Fainting is not sup- 
posed to be: characteristic of either condi- 
tion, but it occurred in two cases of pelvic 
inflammatory disease and in nine of the 
acute appendicitis cases, one of which was 
fatal. 

When one discusses temperature eleva- 
tions and leukocytosis the propriety of 
dogmatic statements becomes even more 
questionable than when one is discussing 
symptoms. ,The temperature in pelvic in- 
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flammatory disease is usually stated to be 
higher than in acute appendicitis, but it was 
below 101 F. in 50 of the 60 cases when 
the patients were first seen. The leuko- 
cytosis in pelvic inflammatory disease is 
usually stated to be higher than in acute 
appendicitis, but it was below 15,000 per 
cu. mm. in 42 of the 60 cases. On the other 
hand, in the 5,208 cases of acute appendi- 
citis, in which every type of appendiceal 
pathology was represented, the temperature 
range was from 96 to 105 F. and the 
leukocytosis ranged from 2,000 to 75,000 
per cu. mm. 

The sedimentation rate has been sug- 
vested as a means of differentiating acute 
appendicitis from pelvic inflammatory dis- 
ease, the idea being that it is more rapid 
in the latter condition. Whatever the 
gynecologist may feel about it, I am not 
impressed with the reliability of this diag- 
nostic criterion. Collins’ detailed studies 
bear me out. Salpingitis was successfully 
distinguished from appendicitis in 96.3 per 
cent of his cases of the simple acute disease, 
but there was an error of almost 25 per 
cent in his cases of acute appendicitis with 
peritonitis, and the results in this group, 
had he based his therapy on this diagnostic 
criterion, might easily have been disastrous. 
The sedimentation rate, furthermore, is not 
always helpful per se. In the 60 cases 
under discussion it ranged from 14 minutes 
to four hours, though acute pelvic disease 
was demonstrated at operation in every 
single case. 

My own feeling, after a careful study of 
these 60 cases of pelvic disease, plus the 
study of a large number of cases of acute 
appendicitis in which pelvic disease was 
also a possibility, is that, in the absence of 
backache, which did not appear in a single 
case in this series, the differential diagnosis 
may be impossible without exploratory 
laparotomy. I am not rash enough to state 
flatly that a patient with acute appendicitis 
never complains of backache, but I think 
it reasonably conservative to say that in its 
absence I should make the diagnosis of 
pelvic inflammatory disease with a great 
deal of hesitation. 
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In 31 of the 60 cases the diagnosis 
included no other possibility but acute 
appendicitis. In the remaining cases the 
diagnosis was pelvic inflammatory disease 
versus appendicitis in 10, appendicitis ver- 
sus pelvic inflammatory disease in 17, and 
ectopic pregnancy versus appendicitis in 
two. In three instances the gynecologic 
staff was called in consultation and stated 
either that the condition was appendicitis 
or that appendicitis could not positively be 
excluded. In six instances the surgeons 
committed themselves as to the state of the 
appendix, asserting that it was gangrenous, 
ruptured or abscessed, and in another in- 
stance the statement was made that the 
organ was gangrenous and would probably 
rupture within the next few hours. I 
frankly question the possibility of such 
exactness of diagnosis in the average case 
and am inclined to regard a high percentage 
of accuracy as due more to luck than to 
diagnostic acumen. 


When the abdomen was opened, which in 
some instances followed periods of observa- 
tion ranging from three to 30 hours, the 
pathology present varied from simple acute 
salpingitis to tuboovarian abscess, which in 
one instance had ruptured. In 22 cases the 
pathology was limited to the right side and 
in 17 there was free fluid, usually purulent, 
in the pelvic cavity. 

In all but three cases the abdomen was 
closed after appendectomy had been per- 
formed, supplemented, in 17 cases, by the 
placing of sulfanilamide in the pelvic cavity. 
In these three cases pelvic surgery was per- 
formed. In most cases recovery was 
smooth and prompt, though in one case, 
in which the affected tube and ovary were 
removed, convalescence was stormy and the 
patient was critically ill for two weeks. 

DIAGNOSTIC CONSIDERATIONS 

The 60 operations which have just been 
analyzed were all unnecessary emergencies. 
All but a negligible number of them, on the 
other hand, represented justifiable errors 
because the operations were based on diag- 
nostic principles, adherence to which fur- 
nishes the only possible means of reducing 
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the mortality of acute appendicitis. These 
principles may be summarized as follows: 

1. Acute appendicitis, because it is the 
commonest of all surgical diseases, must 
always be considered as a possibility in any 
patient with acute abdominal pain. 

2. There are no circumstances of age, 
race, social station or environment in which 
acute appendicitis may not occur. 

3. There is no disease, including pelvic 
inflammatory disease, with which acute 
appendicitis may not coincide. 

4. Acute appendicitis is atypical in from 
25 to 50 per cent of all cases, and may be 
initiated by or associated with almost any 
conceivable symptom or sign, regardless of 
how bizarre or unrelated it may seem. 

5. Although observation is undoubtedly 
warranted in certain cases in which the 
diagnosis is not immediately clear, it should 
cover a_ strictly limited period, in my 
opinion not more than six hours, during 
which the physician should see the patient 
at two-hour intervals or oftener. 

What all this amounts to is that the 
physician must make the differential diag- 
nosis of acute appendicitis versus pelvic 
inflammatory disease—or versus any other 
condition, for that matter—on his evalua- 
tion of the findings in the special case 
against the background of his knowledge 
and experience of appendiceal disease. The 
symptomatology and physical findings are 
frequently overlapping and confusing. Tem- 
perature and leukocytosis cannot be relied 
upon for differentiation. Indeed, as has 
been pointed out, if backache is absent from 
the syndrome of pelvic disease, and if the 
pelvic pathology is limited to the right side, 
the differential diagnosis is frequently im- 
possible unless the abdomen is opened. 

To the charge that by my remarks I have 
in no way clarified the differential diag- 
nosis of acute appendicitis and pelvic dis- 
ease I plead guilty, although my own 
opinion is that I should be more guilty if I 
had clarified it. My presentation may be 
confused, but so is the syndrome of acute 
appendicitis in a quarter to a half of all 
cases, and it is both incorrect and danger- 
ously misleading to discuss it as if it were 


not. The essential syndrome ot acute ap- 
pendicitis is not the so-called classical triad 
of pain, nausea and vomiting, and right- 
sided tenderness and rigidity. The essential 
syndrome is a widely variable syndrome, a 
confused and disorderly syndrome, in which 
almost any symptom and sign may appear 
in almost any sequence. The physician who 
fixes his attention upon that picture of 
acute appendicitis is likely to have a higher 
percentage of accurate diagnoses and a far 
smaller mortality than the physician who 
pins his faith to the less confusing but 
entirely incorrect concept of the so-called 
typical picture. 

As the majority of these 60 cases illus- 
trate, particularly when they are com- 
pared with analogous cases of acute ap- 
pendicitis in which operation was either 
deferred or was not done at all, exploratory 
laparotomy is an entirely justifiable pro- 
cedure in any given case in which the 
physician, after proper investigation, can- 
not say positively that the patient does not 
have acute appendicitis. In view of the 
mortality associated with nonsurgical treat- 
ment in acute appendicitis, it is justified 
without undue delay, and it remains justi- 
fied even if the condition proves not to be 
acute appendicitis. As many writers have 
pointed out, there is no other field of medi- 
cine in which errors of omission are 
attended with such a frightful mortality 
and errors of commission with such slight 
risks. 

In conclusion two warnings, however, 
are necessary. The first is that the surgeon 
who has opened the abdomen in error in 
a case of pelvic disease should remove the 
appendix, if he can do so without harmful 
manipulation, but as a rule should attempt 
no pelvic surgery, since the consensus of 
gynecologic opinion is that radical surgery 
during the acute stage is unwise and dan- 
gerous. The second and even more im- 
portant warning is that, regardless of the 
severity of the pelvic findings, he should 
identify the appendix and examine it thor- 
oughly, for until that has been done he 
cannot be certain that it is not also the site 
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of a primary and potentially fatal patho- 
logic process. 
SUMMARY 

1. Sixty cases of acute pelvic disease, in 
which emergency surgery was carried out 
on the mistaken diagnosis of acute appendi- 
citis, are analyzed from the diagnostic 
standpoint, in comparison with analogous 
cases of acute appendicitis occurring in a 
series of 5,208 surgical cases. 

2. The overlapping character of the syn- 
drome of acute appendicitis and of pelvic 
inflammatory disease is pointed out. 

3. The principles of diagnosis and of dif- 
ferential diagnosis in acute appendicitis are 
outlined. 

4. It is concluded, in view of the high 
mortality which attends failure to operate 
in acute appendicitis and the minimal risk 
which attends the opening of the abdomen 
on a mistaken diagnosis in pelvic inflam- 
matory disease, that exploration is a justi- 
fiable procedure in any case in which, after 
reasonable study and observation, the diag- 
nosis of acute appendicitis cannot positively 
be excluded. 
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Probably one of the most fertile fields 
for investigation in the past ten years has 
been the study of hypertension. Interest 
in this field received enormous impetus by 
the reassociation of the kidney with hyper- 
tension, many years after the kidney was 
first incriminated by Bright, and relegated 
to a minor role by subsequent workers. This 
recent work has been productive of many 
new and interesting discoveries, not the 
least of which was the rediscovery of renin, 
and subsequent isolation of angiotonin. Of 
necessity any study of these two substances 
is a study of hypertension, since they are 
primarily pressor substances, and following 
is a review of the work done along that 
line. 
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At the present time there are two widely 
accepted concepts of the pathogenesis of 
hypertension. According to one of these, 
which may be designated as the monogene- 
tic theory, and which was advocated by 
Bright and his early followers, the in- 
creased peripheral resistance is primarily 
dependent on renal disease. This concept, 
once widely accepted, was challenged dur- 
ing the latter part of the last century by 
numerous writers. The evidence for their 
contention was as follows: (a) hyperten- 
sion often exists in the absence of clinical 
evidence of renal disease; (b) postmortem 
examination of the kidneys of hypertensive 
persons frequently reveals only minimal 
evidence of renal disease; (c) hypertension 
may develop in the course of certain dis- 
eases of the endocrine glands or of the 
nervous system without evidence of any pri- 
mary renal disorder. The increase in blood 
pressure which sometimes sets in with 
diphtheritic paralysis and disappears with 
recovery constitutes a rare but pertinent 
example. 

The evidence against the monogenetic 
(renal) theory, therefore, seemed conclu- 
sive and an alternative concept developed. 
According to this, the polygenetic theory, 
hypertension was of at least two types: 
renal, and “essential’’—this latter term im- 
plying non-renal, cause unknown. 

In recent years, attempts have been made 
to subdivide essential hypertension into a 
large number of different types. Such a 
separation, in so far as it has been suc- 
cessful, has tended to cast further doubt 
on the validity of Bright’s monogenetic 
hypothesis. Any one who bases his conclu- 
sion on the available clinical evidence alone 
must necessarily adopt the polygenetic the- 
ory. Such a point of view is, however, 
much too narrow. It is necessary that one 
surveys all the evidence—experimental as 
well as clinical. 

About 1930 very little work was being 
done on hypertension. Those workers who 
were interested in this problem divided 
their attention between finding a pressor 
agent that could cause hypertension in man, 
and the role played by the nervous system 
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in the production of hypertension in man. 
These workers were handicapped at that 
time in having to confine their experiments 
to human beings, since there were no avail- 
able means of experimentally producing 
hypertension in animals. 

The view held by most workers at that 
time was that hypertension was due to over- 
activity of the nervous system, and that at- 
tempts to lower the blood pressure would 
result in renal insufficiency. Clinical evi- 
dence indicated that essential hypertension 
is characterized by normal renal function. 

Since that time it has definitely been 
shown that hypertension is not directly 
caused by overactivity of the nervous sys- 
tem, but the nervous system does play a 
part by maintaining the body in a state re- 
ceptive to humoral stimuli which are known 
to elevate the arterial pressure. 

Further work has shown that lowering 
the blood pressure in hypertensive patients 
produces no renal insufficiency, but on the 
contrary it has been shown that although 
early in the course of the disease the kid- 
neys may show no change, as the disease 
progresses hemodynamic changes of great 
importance occur. 

Search for pressor substances in that day 
was limited to search for a relatively sim- 
ple compound, such as acetylcholine, since 
all known pressor and depressor substances 
were simple compounds of the group of 
phenolic amines. These were sought for in 
the blood and urine of hypertensives, but 
without success. 

Tigerstedt and Bergmann had described 
in 1898 a pressor substance of renal origin 
to which they gave the name “renin.” This 
substance had apparently been overlooked 
by most subsequent investigators, since the 
adherents of the polygenetic theory were 
decidedly in the majority, and essential 
hypertension was not associated with the 
kidney. 

In 1932 Chanutin and Ferris successfully 
produced hypertension in rats by employing 
their procedure of subtotal nephrectomy. 
This did not immediately lead to rapid ad- 
vances because there was no satisfactory 
method for repeated measurement of the 


blood pressure of such small animals. It 
was the now classical work of Goldblatt and 
his co-workers, begun in 1928 and published 
in 1934, which offered for the first time a 
readily reproducible and feasible method of 
producing chronic hypertension in the dog, 
‘and which indicated the importance of dis- 
ease of the renal blood vessels as a cause 
of hypertension. For technical reasons the 
method of subtotal nephrectomy has not 
been successful in dogs, and the induction 
of renal ischemia has yielded unsatisfactory 
results in rats. Hence, the procedure of 
Page, wrapping the kidney in silk and pro- 
duction of perinephritis, which yields 
chronic hypertension in both species, has 
been of great practical value. This work 
opened up entirely new fields in the study 
of hypertension, and stimulated enormous 
volumes of work on the kidney. 

Following the publications of Harrison, 
Blalock and Mason, and Friedman and 
Prinzmetal in 1936-37, interest was revived 
in renin. Rather than a simple phenolic 
amine this was found to be associated with 
a protein fraction. 

Once so much interesting work had been 
done on incriminating the kidney in hyper- 
tension, Page, et al., in order not to go too 
far in the wrong direction, set about elimi- 
nating the central nervous system as an 
etiologic agent. To do this they systemati- 
cally ablated portions of the nervous sys- 
tem of dogs, and observed the effect on the 
blood pressure. In this way they success- 
fully eliminated the central nervous sys- 
tem. 

When this important work was conclud- 
ed, Helmer and Page turned their atten- 
tion to renin, and set about separating the 
pressor and depressor substances. The 
various purified fractions were tested on 
perfused rabbits’ ears, since they assumed 
the action of the pressor substance to be 
peripheral. As the fractions were separat- 
ed and tested, it was found that the more 
active the purified renin became in the in- 
tact animals, the less effect it had on the 
perfused ear. Finally a preparation was 
made that was highly pressor in cats, but 
caused no vasoconstriction in the perfused 
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ears. It was found that this was due to 
the removal of some fraction that was nec- 
essary for the pressor action of renin. This 
fraction was found to be contained in the 
pseudoglobulin fraction of the blood, and 
was given the name “renin-activator.” It 
was then shown that the pressor action 
was not due to the renin, but to the new 
compound formed by the activation of 
renin. This new compound was given the 
name “angiotonin” by Page. 

Working separately at the same time, 
Praun-Menendez and his coworkers in 
South America grafted kidneys of hyper- 
tensive dogs into the necks of normal or 
nephrectomized dogs. An immediate in- 
crease of blood pressure of 30-70 mm. mer- 
cury was observed. If normal kidneys were 
grafted, however, no appreciable change 
was noted. Following this line they also 
discovered the pressor substance and gave 
it the name “‘hypertensin.” They found it 
to be a stable substance, but rapidly de- 
stroyed by tissue extracts. They make the 
following conclusions about renin: “We as- 
sume that renin is an enzyme whose sub- 
strate is a blood protein belonging to the 
pseudoglobulin fraction, the reaction pro- 
duct being hypertensin.” They produced 
hypertensin by incubating blood proteins 
with renin in vitro, and they found that 
this disappeared if the reaction were al- 
lowed to go too far. It was also found to 
be inactivated by other proteolytic enzymes 
and by blood. 

Once the pressor substance was isolated, 
many experiments were carried out in or- 
der to ascertain its effect on man. Wilkins 
and Duncan carried out a series of experi- 
ments in which angiotonin was injected or 
infused in normal subjects. They observed 
an arterial pressure rise after the intra- 
venous injection or infusion of the sub- 
stance, the systolic pressure rising higher 
than the diastolic, leading to an increased 
pulse pressure. Bradycardia was _ pro- 
duced, but could be prevented by the in- 
jection of atropine. This also increased 
the elevation of arterial pressure. The 
venous pressure also rose, but more slowly. 

The respiration rate was increased, with 
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a corresponding decrease of vital capacity. 

The rectal temperature was not altered, 
but the skin temperature was reduced, even 
producing pallor in some of the subjects. 
In others, local blanching appeared upon in- 
jection, but not as much as produced by the 
injection of 1:1000 epinephrine. 

Blood flow in the limbs decreased mod- 
erately, in many cases, after an initial rise, 
followed finally by a return to the control 
level. This effect was probably the result 
of sympathetic vasomotor activity. The 
same action was observed here as obtains 
in essential hypertension. 

No change was observed in the spinal 
fluid pressure, although there were occa- 
sional mild symptoms of dizziness, subster- 
nal oppression, palpitation, nausea or head- 
ache during angiotonin hypertension. 

Cardiac output was found to be de- 
creased, and arm-to-carotid sinus circula- 
tion time was increased. 


The electrocardiogram showed no change 
other than the bradycardia. The x-ray 
showed a definite increase in cardiac size, 
and in some there was increased promi- 
nence of the pulmonary markings. The 
kymograph showed increased pulsations. 

Interesting are the signs of “myocardial 
failure,” produced by angiotonin hyperten- 
sion in otherwise normal individuals. These 
are the increased venous pressure, de- 
creased vital capacity, increased cardiac 
size, decreased cardiac output, and _ in- 
creased circulation time. Wilkins and Dun- 
can attempt to explain this as a “toxic” ac- 
tion on the myocardium, but this is not sub- 
stantiated by Lorber, who found that angio- 
tonin had tonic action on the isolated mam- 
malian heart. 

In analyzing the mechanism of the hyper- 
tension produced by angiotonin, it appears 
that the peripheral vasoconstriction must 
be on the side of the arterioles, since the 
primary rise in arterial pressure precedes 
the rise of venous pressure. 

Except for the rise in venous pressure 
and the decrease in cardiac output, the cir- 
culatory effects of angiotonin, though defi- 
nite when compared with the control meas- 
urements of the same subject, usually are 








MUSSER—H ypertension 311 


not so great as to be clearly abnormal. 
Hence the increase in venous pressure, and 
decrease in cardiac output can be said to 
be the outstanding characteristics of the 
angiotonin hypertension. 

Essential hypertension is not entirely 
similar to angiotonin hypertension, how- 
ever, due to absence of elevation of the 
venous pressure. Decreased cardiac out- 
put, however, is commonly found in essen- 
tial hypertension, and to about the same 
degree as that produced by angiotonin. 
Failure to observe a rise in venous pressure 
in essential hypertension may be due to a 
compensatory mechanism, or it may be due 
to the fact that no control level is known 
in these cases. 

It has been observed that the hyperten- 
sion associated with acute hemorrhagic 
nephritis is similar to the hypertension pro- 
duced by angiotonin. This might be ex- 
pected, since in acute hemorrhagic neph- 
ritis the cardiovascular system has not had 
time to compensate for the sudden increase 
in arterial pressure. 

The bradycardia observed after injection 
of angiotonin is probably vagal, since 
atrophine eliminates this effect. The fact 
that atropine enhances the action of angio- 
tonin in the production of hypertension in- 
dicates that the bradycardia is an im- 
portant moderator mechanism, as is also 
the initial infusion of angiotonin. 

The effects of the angiotonin subside 
within four to ten minutes after cessation 
of administration, whether by single in- 
jection or by continuous infusion. 

Since hypertensive individuals do not 
have pale cold skin, peripheral constriction 
is of a type that raises the arterial pres- 
sure to the observed level, without decreas- 
ing the flow to the tissues. According to 
Page, angiotonin produces the same kind 
of vasoconstriction as found in essential 
hypertension, a view that is not held by 
Wilkins and Duncan. Page found no reduc- 
tion in skin temperature after injection of 
angiotonin. Further to substantiate his 
view he observed the action of angiotonin 
on arterioles viewed through a moat cham- 
ber, and then compared them with views of 


the same area after chronic hypertension 
had been induced in the animal. The ap- 
pearances in both circumstances were iden- 
tical. 

In order to study the action of angiotonin 
on the heart itself without the many inter- 
fering factors encountered in work on the 
intact animal, Lorber prefused isolated 
eat hearts with Ringer-Locke solution by 
the Langendorff method. He introduced 
various solutions of renin and angio- 
tonin into the perfusion fluid and ob- 
served the results. He found that renin 
had no effect, since there was no activator 
present upon which to act. When angio- 
tonin was introduced, however, there was 
a marked reduction in coronary flow, fol- 
lowed often by a late rise. The former was 
undiminished by subsequent injections, but 
the latter effect became progressively less. 
The amplitude of the beat was increased, 
this change following that in the coronary 
flow, and often outlasting it. There was a 
slight slowing of the heart rate noted at 
the time of decrease in coronary flow. 

Injection of angiotonin was followed by 
a fall in diastolic volume which came on 
promptly and lasted from five minutes to 
over an hour. The work increased from 5 
to 305 per cent within a few minutes of 
the administration of angiotonin, and re- 
mained elevated from several minutes to 
over an hour. Oxygen utilization attained 
supernormal levels, whereas diastolic vol- 
ume still remained below the control vol- 
ume. In spite of this, there was noted an 
increase in efficiency paralleling the work 
increase. 

Hill and Andrus found no abnormalities 
in the electrocardiogram of anesthetized cats 
after injection of renin or angiotonin, until 
the arterial pressure became 190 or above, 
at which point various types of cardiac ar- 
rhythmias appeared. This was prevented, 
or if it had already occurred, normal 
rhythm was reestablished by the injection 
of atropine, again incriminating the vagus 
nerve. Their experiments indicated that 
the “pressor” effects of renal pressor sub- 
stances include direct stimulation of the 
myocardium, and augmentation of ventric- 
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ular beat. Unless these actions lead to ex- 
cessive decrease in diastolic volume of the 
ventricles, the cardiac output will be in- 
creased. Since the pressure of fluid in an 
elastic container depends upon the quan- 
tity of fluid in relation to the capacity of 
the container, hypertension is either dimin- 
ished capacity due to vasoconstriction or 
increased volume. Therefore increased 
cardiac output is equivalent to increased 
volume, and there is increased arterial pres- 
sure without commensurate vasoconstric- 
tion. 

Early in hypertension there is a char- 
acteristic change in the flow of blood 
through excretory renal tissue. Ability to 
concentrate is early impaired, even before 
urea clearance is lowered. This change in 
circulation results in decreased blood flow 
and increased head of pressure within the 
glomerular capillaries, apparently due to 
constriction of both afferent and efferent 
arterioles, the latter greater than the for- 
mer, since the former decreases, while the 
latter increases intraglomerular pressure. 
This keeps the rate of blood flow through 
the capillaries within normal limits. 

These conclusions are based upon the 
plasma clearance of diodrast and inulin in 
persons with hypertension. 

In hypertensive patients there is a rela- 
tively normal filtration rate, but in many 
there is a tendency to reduced renal blood 
flow. This indicates increased pressure 
head in the glomerular capillaries—yielding 
more water from less blood volume. This 
is characteristic of hypertensive individ- 
uals, and according to Page and his co- 
workers is reproduced by the hypertension 
resulting from injection of angiotonin. 

2age demonstrated the liberation of ren- 
in into the renal vein in increased amounts 
by the kidneys of dogs, made hypertensive 
by cellophane or silk perinephritis, and by 
clamping the renal artery. He found that 
most of it disappears by the time the blood 
has reached the femoral artery. This in- 
dicates the presence of a renin-inhibitor in 
the blood. Renin-activator is decreased in 
the blood from the renal vein and is in- 
creased in hypertensive animals when the 
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femoral artery is reached. Angiotonin- 
activator is not greatly decreased in blood 
from the renal vein, but may be increased 
in the blood in the femoral artery in hyper- 
tensive animals. Early in the course of 
malignant hypertension large amounts of 
renin are liberated by the kidneys. Later 
both angiotonin-activator, and renin-acti- 
vator are greatly reduced or sufficient in- 
hibition is produced to abolish the reaction 
between them and angiotonin or renin. 

Heparinized plasma derived from blood 
of some patients with essential hyperten- 
sion causes greater renin-activation than 
does normal human blood. Plasma from 
dogs with experimental hypertension also 
exhibits this heightened power compared 
with plasma of normal dogs. This suggests 
that the humoral mechanism in the two 
types of hypertension have much in com- 
mon and that the hypertensive either has 
increased amounts of renin-activator in the 
blood of decreased amounts of renin-inhi- 
bitor, or both. 

Once the action of renin and angiotonin 
was fairly well established experimentally, 
certain workers set about investigating the 
mode of action. Holz found that renal cor- 
tical extracts of different species were able 
to transform l-histidine, l-tyrosine, and |- 
dopa (dihydroxyphenylalanine) into their 
corresponding amines. These amines have 
definite pressor effect on the arterial pres- 
sure of test cats. 

Bing and Zucker perfused the isolated 
kidney of a cat, in vitro, with blood contain- 
ing dopa. They injected the perfusate into 
a test cat, and noted a rise of 120 mm. mer- 
cury. Presumably the pressor substance 
was hydroxytyramine, and the amount pro- 
duced was found to vary inversely with the 
rate of blood flow through the kidney. 

Assuming that renin was the enzyme re- 
sponsible for the transformation of dopa to 
a pressor substance, the two were tested 
by incubating them together. No reaction 
was found to take place. The human kid- 
ney, therefore, contains an enzyme other 
than renin that is a dopa decarboxylase. 
Studies on experimental animals show that 
the decarboxylating enzymes contained in 
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the kidneys are specific for certain animo 
acids, and vary with the species. 

Hydroxytyramine may be destroyed en- 
zymatically by one of two processes: deam- 
ination of its side chain, or oxidation of its 
nucleus (this possesses a phenolic charac- 
ter). Holz and Bing favor the former, and 
postulate an amine oxydase. 

An amine-oxidase enzyme has been found 
present in large quantities in the liver of 
certain cephalopodes (Croxatto and Croxat- 
to), and a concentrated extract has been 
prepared from the liver of the squid. If 
angiotonin is incubated with this extract it 
loses its vasoconstrictor action, and may 
even become vasodilator. 

A purified extract of the mushroom con- 
taining a tyrosinase also inactivates angio- 
tonin after a short incubation. 

The above findings tend to confuse the 
picture somewhat, and show that although 
renin may be an enzyme, this has not been 
shown, and there is at least one other 
mechanism for producing a pressor sub- 
stance in the kidney. The fact that angio- 
tonin can be inactivated by an amine-oxy- 
dase, however, suggests a therapeutic test 
as a mode of investigation of kidney pressor 
substances. 

According to Holtz, decarboxylation, and 
not deamination of certain animo acids oc- 
curs in the ischemic kidney, leading to the 
formation of pressor amines. As the most 
powerful pressor amines are phenola, tyro- 
sinase was used in an attempt to inactivate 
these substances. When injected into hy- 
pertensive rats and dogs, tyrosinase was 
found to lower the arterial pressure. The 
tests are carried to hypertensive humans, 
and 20 patients were injected with tyro- 
sinase (Schroeder et al). In one there was 
little effect, in three the arterial pressure 
fell slightly, in the remainder the disease 
Was temporarily definitely altered. There 
were changes in arterial pressure level, re- 
gression of hemorrhagic and _ exudative 
lesions in ocular fundi, diminution in heart 
size (x-ray), diminution in level of urea 
nitrogen, without change in urea clearance 
(nine cases), increased urea clearance 
(six cases), disappearance of symptoms— 


headache, palpitation, dyspnea, orthopnea, 
edema. In nine persons the electrocardio- 
grams were altered in the direction of nor- 
mal. In four cases there were allergic re- 
actions, developing at the site of injection. 
When the injections were stopped, the blood 
pressure soon returned to the previous 
level in three to seven days. 


Because this enzyme is specific for phen- 
olic compounds it is believed that a phen- 
olic substance common to some hyperten- 
sive states is altered. It is not yet known 
that this phenol is the pressor substance, 
but the fact that the pressor action of an- 
giotonin is directly inactivated by tyro- 
sinase suggests that hypothesis. 

CONCLUSIONS 


There is no valid evidence that renin and 
angiotonin play any definite role in main- 
taining normal blood pressure. It may be 
interesting to speculate that the kidney, be- 
coming ischemic after a fall in blood pres- 
sure, pours renin into the blood stream, 
thus producing a rise in arterial pressure 
equivalent to the original drop, but there 
is no clinical or experimental evidence to 
support this speculation. The evidence, on 
the contrary, indicates that in the normal 
individual renin that is produced by the 
kidney and secreted into the renal vein is 
almost completely inactivated by the time 
it reaches the femoral vein. This shows 
that in the normal individual there is an in- 
crease in renin-inactivator, and angiotonin- 
inactivator, and a decrease in renin acti- 
vator. 


In a hypertensive individual, on the other 
hand, there is an increase in renin-activa- 
tor and a decrease in renin- and angiotonin- 
inactivator, giving rise to an increased re- 
action to the pressor effects of renin and 
angiotonin. This starts a deadly cycle in 
which kidney damage gives rise to the pro- 
duction of renin, which in turn increases 
the blood pressure, which produces more 
kidney damage. 

It may be stated, therefore, that avail- 
able evidence indicates renin and angio- 
tonin play a relatively unimportant role in 
the maintenance of normal blood pressure, 
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but may play a considerable part in the 
maintenance of blood pressure at hyperten- 
sive levels. 

SUMMARY 


1. An extract can be obtained from the 
kidney (renin) which acts as an enzyme on 
a substrate associated with the pseudo-glo- 
bulin fraction of the blood (renin-activa- 
tor) to produce a pressor substance, angio- 
tonin. 

2. Angiotonin produces arterial hyper- 
tension that simulates essential hyperten- 
sion. 

3. Angiotonin acts by producing peri- 
pheral vasoconstriction and by increasing 
the cardiac output, both of which increase 
the blood pressure. 

4. Angiotonin is quickly inactivated in 
normal individuals, but in hypertensives it 
remains active in the circulation for longer 
periods. 

5. Angiotonin is experimentally inacti- 
vated by an injection of tyrosinase, and the 
latter injected in hypertensives brings 
about improvement of signs and symptoms 
of hypertension. 

6. Renin and angiotonin do not appear 
to have any role in the maintenance of nor- 
mal blood pressure, but seem to play some 
part in maintaining hypertension. 

BIBLIOGRAPHY 


ing, Rh. J., and Zuker, M. B.: Formation of pressor 


amines in the kidney, Proc. Soc. Exper, Biol. & Med., 
$56:545, 1941. 
Bradley, S. E., and Parker, [.: The hemodynamic ef- 


fects of angiotonin on the completely isolated mammalian 
heart, Am. Heart J., 23:37, 1942. 

Braun-Menendez, E., Fasciolo, J. C., Leloir, L. F., and 
Munoz, J. M.: The substance causing renal hypertension, 


J. Physiol., 98:285, 1940. 

Coreoran, A. C., and Page, I. H.: The effects of an- 
giotonin on renal blood flow and glomerular filtration, 
Am. J. Physiol, 180:555, 1940. 

Croxatto, HL, and Croxatto, R.: Inhibitory action of 


amine-oxidase and tyrosinase upon the vasoconstrictor ef- 
fect of hypertension, Proce. Exper. Biol. & Med., 
$8 :392, 1941. 

Goldblatt, IL, Lyneh, J.. Hanzal, R. F., and Summer- 
ville, W. W.: Studies on experimental hypertension; pro- 
duction of persistent elevation of systolic blood pressure 
by means of renal ischemia, J. Exper. Med., 59:547, 1954. 

Grollman, A., Williams, J. R. Jr., and Harrison, T. R.: 
Effects of renal extract on hypertension, Bull. New York 
Acad. Med., 18:190, 1942. 

Hill, W. 1. P., and Andrus, EF. C.: 
in the ‘“‘pressor” effects of renin and angiotonin, 
Med., 74:91, 1941. 

louse, KR. M., and Wakerlin, G. E.: Possible role of 
the kidney in regulation of normal blood pressure in the 
Proe, Exper. Biol. & Med., 48:513, 1941, 


Soe. 


The cardiac factor 
J, Exper. 


Soc. 


dog, 


EDWARDS—Portal Cirrhosis 


Lorber, V.: The action of angioetonin «rn the cog tely 
isolated mammalian heart, Am, Heart J7.. 24.87, 42 
Page, I. H.: Studies of mechanism ot arterial per- 


tension, J.A.M.A.. 120:757, 1942. 
Page, I. If.: Difference in the activating effect of ner. 
mal and hypertensive plasma on intestinal segments treat 


ed with renin, Am. J. Physiol, 150:20, 1940 

Page, I. H.: Demonstration of the liberation Of renin 
into the blood stream from kidneys of animals mad: V per- 
tensive by cellophane perinephritis, Am. J. «f Physiol, 


1s0s2u, 140, 


Page, I. H.. and Helmer, QO. M.: Angietemin-activate 


renin and Angiotonin-inhibitor, and the tlwechanism of 
tachyphylaxis in normal, hypertensive, and bephrectomizod 
animals, J. Exper. Med., 71 :495, 1940, 

Page, I. I. and Helmer, O. M.: A crystalline presser 
substance, angiotonin, resulting from the reaction berween 
renin and renin activator, Proce, Cent. Se ‘lin. Res, 
2:17, 1939, 

Schroeder, H. A., Adams, M. Hf., and conn, A. E.: The 
effects of tyrosinase on arterial hypertemeion, J. Clin, 
Invest... 20:442, 1941, 

Wilkins, R. W.. and Dunean, C. N.: The nature of the 


arterial hypertension produced in normal subjects by the 


administration of angiotonin, J. Clin. Invest... 20:721, 1941, 


4). 


PORTAL CIRRHOSIS WITH REFER- 
ENCE TO RECENT THERAPY 


EDWIN W. EDWARDS, M. D. 
NEW ORLEANS 





INTRODUCTION 

One of the reasons that cirrhosis of the 
liver is poorly understood by the physician 
is the difficulty he encounters in attempt- 
ing to solve the puzzle of nomenclature. 
There is atrophic cirrhosis and hypertro- 
phic cirrhosis, portal cirrhosis and biliary 
cirrhosis, Laennec’s cirrhosis and Hanot’s 
cirrhosis, multilocular cirrhosis and mono- 
lobular cirrhosis. To most people many of 
these names have little significance. These 
terms are directed at the terminal stage of 
the disease rather than at its beginning and 
at the portion of the liver essentially af- 
fected. It seems to me that the great ma- 
jority of cases can be subdivided into 
biliary and portal cirrhosis. In the former 
the primary change is in the portal tracts 
and is concerned with the bile ducts; the 
latter is essentially an affection of the he- 
patic cells. This paper is directed at por- 
tal cirrhosis. 

ETIOLOGY 


The etiology of portal cirrhosis is un- 
known. It may be said with little reserva- 
tion that there is no one cause. It is the 
result of parenchymatous injury followed 
by repair and therefore may be caused by 








EDWARDS—Portal Cirrhosis 3815 


many hepatotoxins, such as alcohol, bac- 
terial toxins, drugs, foreign proteins, and 
anesthetics. Because of the multiplicity of 
agents and the inconsistency of one of these 
producing cirrhosis, some other common 
factor was searched for. In recent years 
the thought has been advanced that an ab- 
normality of the diet may be this common 
denominator. This will be further dis- 
cussed under therapy. 


PATHOGENESIS 


The initial lesion begins as a progressive- 
ly destructive process involving individual 
hepatic cells. There are fatty degenera- 
tion, necrosis, and atrophy. Then the he- 
patic lobules are destroyed wholly or in 
part. This process is followed by regenera- 
tion of the hepatic cells to form new lobules 
and by invasion of the lobules by connec- 
tive tissue arising from the portal spaces. 
This usually goes on to fibrosis, lobulation, 
and production of portal hypertension. The 
fate of the disease, it can then be surmised 
on animal experimentation evidence, de- 
pends upon the rate of destruction and the 
rate of repair and replacement by normal 
hepatic cells. Further animal studies have 
shown quite clearly two points of further 
importance: (1) It appears to be relatively 
difficult to induce destruction of hepatic 
cells except in a liver which is abnormally 
constituted because of a dietary deficiency 
or to prevent a liver from regenerating it- 
self on a proper diet. (2) A liver may show 
definitely marked cirrhotic changes, but 
once it has regenerated completely, it may 
be functionally normal and capable of con- 
tinuing good health in the animal. Thus 
one is able to conclude that cirrhosis of the 
liver is not dependent alone upon some he- 
patotoxic substance, but also upon the state 
of the liver at the time this toxin is acting. 

PATITOLOGY 

The description of the gross pathology as 
written by Laennec in 1826 can still not be 
bettered and I shall quote it. “The liver re- 
duced to a third of its ordinary size was, 
so to say, hidden in the region it occupied, 
its external surface, lightly mammillated 
and wrinkled, showed a grayish yellow tint; 


indented, it seemed entirely composed of a 
multitude of small grains, round or oval in 
form, the size of which varied from that of 
a millet seed to that of a hemp seed. These 
grains, easy to separate one from the oth- 
er, showed between them no place in which 
one could still distinguish any amount of 
liver tissue itself. Their color was fawn or 
a yellowish russet, bordering on greenish; 
their tissue rather moist, opaque, was 
flabby to the touch rather than soft, and 
on pressing the grains between the fingers 
one could not mash but a small portion; 
the rest gave to the touch the sensation of 
a piece of soft leather. 

Microscopically there is a combination of 
atrophy of liver cells and increase in the 
fibrous tissue. Boyd’s Pathology of Inter- 
nal Diseases says “It would appear that the 
process is a continuous one, extending over 
months or years, liver cells being continu- 
ally destroyed and continually replaced by 
regeneration of the remaining cells.” The 
necrotic liver cells may be found anywhere, 
but are characteristically centrally located 
around the central vein of the lobule. This 
is sometimes actually hard to be certain of 
because of the distortion of the lobule as a 
result of continual destruction and regen- 
eration. This process affects the stroma 
as well as the parenchyme and as a result 
there is, in the early stages, a fibroblastic 
proliferation and a marked increase in the 
fibrous tissues. In time this fibrous tissue 
contracts resulting in the hepatic tissue be- 


“coming dense and sclerotic explaining the 


usual gross findings of atrophy. 
INCIDENCE 

Since cirrhosis occurs in all races, it 
seems more likely that environmental rath- 
er than constitutional factors determine the 
differences in race incidence. 

There are numerous case reports of cir- 
rhosis of the liver occurring in families, but 
these are for most part in children. Rat- 
noff and Patek, in a series of 386 patients, 
found only one instance of two cases in one 
family, a boy aged 12 years and a girl aged 
11 years. Among the adult patients none 
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gave a positive history. This finding is in 
accord with other large series. 

Chuosteks and others have described the 
typical patient as having a long torso and 
either a female distribution of body hair 
or a relative lack of body hair. Other in- 
estigators have not been able to confirm 
this finding very consistently. 

Portal cirrhosis occurs in males about 
twice as often in females. Ratnoff and 
-atek found 267 males and 119 females in 
their series. In most nationalities the ratio 
in favor of men is two or three to one ex- 
cept in Italian and Greek races where it is 
five or six to one. This higher incidence 
in males is attributed to their higher inci- 
dence of alcoholism. Of the 16,692 persons 
certified to have died of alcoholism in the 
United States between 1934 and 1939, 87.9 
per cent were males. 

Characteristically this is a disease of 
middle life, but it may occur at any age. 
In one large series 84 per cent had their 
first symptom between the ages of 35 and 
64 years; 66 per cent between 40 and 59 
years. The peak incidence occurred five 
years earlier in the females than in the 
males. In countries where life expectancy 
is shorter the greatest age incidence falls 
earlier than in the United States. 

It is interesting to note that liquor and 
food handlers are quite prone to develop 
portal cirrhosis. There is also a high inci- 
dence in laborers. There are isolated cases 
where exposure to certain toxic agents in 
some occupations has lead to portal cir- 
rhosis. 

SYMPTOMS 

Symptoms at the onset of this disease 
are many and varied. The onset is usually 
very insidious and in some cases there are 
no symptoms until the liver has decompen- 
sated. In the series of cases reviewed by 
Ratnoff and Patek the most common first 
symptom was insidious swelling of the ab- 
domen which occurred in more than 25 per 
cent of the patients. Sudden hematemesis 
or painful hemorrhoids may usher in the 
complaints. Abdominal pain generalized or 
localized to the epigastrium or right upper 
quadrant was the earliest manifestation in 
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12 per cent of their series. Other specific 
primary symptoms are swelling of the low- 
er extremities, jaundice, nausea and vomit- 
ing, weakness, abdominal distress. 

As the disease progresses many symp- 
toms may develop. Hemorrhagic phenom- 
ena, such as epistaxis, purpura, melena, 
bleeding gums, menorrhagia, metrorrhagia, 
and petechiae occur. 

The symptoms referable to the gastroin- 
testinal tract are very prominent. These 
consist of anorexia, loss of weight (this 
may be masked by edema and ascites), nau- 
sea and vomiting, excessive eructation, 
diarrhea or constipation, and flatulence. It 
is easy to see that these symptoms are not 
at all specific. At some time during the 
course of the disease there may be upper 
abdominal pain. 

There are few cardio-respiratory symp- 
toms and most of these are due to respira- 
tory infections to which patients with cir- 
rhosis are susceptible. After the onset of 
ascites there may be some dyspnea and a 
few patients complain of a persistent cough. 

The urinary symptoms are not consistent 
with some patients having frequency of 
urination and nocturia and other patients 
complaining of oliguria (this is especially 
so when ascites is present). 

One of the commonest symptoms of cir- 
rhosis in women who have not reached the 
menopause is a disturbance in the menstral 
cycle—oligomenorrhea, amenorrhea, me- 
trorrhagia. In males impotency is often 
present and a few cases relate a loss of hair 
especially in reference to male distribution. 

PIYSICAL SIGNS 

Reproduced below is a table of physical 
signs as found in 386 patients by Ratnoff 
and Patek: 


Physical Sign Per cent of cases 


Ascites ...18.0 
Palpable liver 75.4 
Jaundice 65.3 
Edema 61.1 
Palpable spleen 11.0 
Hemorrhoids 27.2 
Fever without apparent cause 24.5 
Dilated veins 23.6 
Telangiectasia 17.4 
Spider angiomata 15.0 











EDWARDS 


Peripheral neuritis 10.4 
Varicose veins , 9.6 
Hlyporeflexia 8.3 
Absent deep reflexes 15 
Hy drothorax 6.5 
Scanty body hair 6.5 


Pigmentation over shins 5.7 
Clubbed fingers or curved finger nails 5.4 
Others not included in the chart are 
cyanosis, umbilical hernia, “liver palms,” 
inguinal hernia, hyperactive deep reflexes, 
generalized pigmentation, clay colored 
stools, toxic delirium, tremor, hyperesthesia, 
and caput medusa. 


Almost anyone can recognize the picture 
presented in the terminal stages of portal 
cirrhosis. The patient is then bed-ridden, 
apathetic, dull, emaciated, and has a muddy 
pallor to his skin. There is marked ab- 
dominal distention, edema, and external 
evidences of collateral circulation. With 
closer scrutiny one observes hyperpnea, 
cyanosis, pulsating telangiectasia on the 
face and chest, half dried blood in the nos- 
trils and mouth. Such a picture is quite 
pitiful and nearly completely hopeless. The 
detailed account of signs and symptoms has 
been gone into in an attempt to encourage 
earlier diagnosis upon which improved 
therapy depends. 


LABORATORY DATA 

Liver function tests in the past have been 
unsatisfactory because they have not been 
fully understood. No one test seems to sat- 
isfy all the requirements at the present 
time. No one functional test is of absolute 
diagnostic value and all of them are of a 
contributory nature. One should realize 
that each test only judges one function. Too 
much reliance should not be placed upon 
any one test and long continued clinical 
judgment is at present of much more value. 
Those tests of most value at present are the 
dye test, bilirubin test, hippuric acid test, 
and the cephalin-cholesterol flocculation 
test. 

A macrocytic, hyperchromic anemia is 
oiten found in advanced cases of cirrhosis 
of the liver. There may also be a thrombo- 
cytopenia. Changes in the serum albumin 
and serum globulin ratio have been recog- 
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nized for years. There is characteristically 
a drop in the serum albumin level. One 
will usually find an elevation in the icterus 
index in some stage of the disease before 
death. There is a prolongation of the clot- 
ting time and of the prothrombin time. By 
the x-ray, one, in some cases, is able to 
demonstrate the presence of esophageal 
varices. 

RELATIONSIIIP OF CLINICAL AND LABORATORY 

MANIFESTATIONS TO PATITOLOGS 

There are few diseases in which one is 
able so completely to correlate the clinical 
and laboratory findings to those present at 
autopsy. I think that one will have a bet- 
ter appreciation of this disease with an un- 
derstanding of this correlation and briefly 
it will be discussed in this section. 

Portal Obstruction: Portal obstruction is 
the commonest manifestation of cirrhosis 
of the liver. The effects of this obstruction 
are seen in all parts of the body drained 
by the portal vein, and by its two compo- 
nents, the superior mesenteric and splenic 
veins. There is congestion of the entire 
gastrointestinal tract with digestive dis- 
turbances, anorexia, nausea, and vomiting. 
Ascites is produced as the result of transu- 
dation through the walls of the mesenteric 
veins. The spleen is enlarged, owing in 
part, to back pressure in the splenic vein. 
In order to counteract the effect of the ob- 
struction a collateral circulation is estab- 
lished which may be efficient enough to 
carry along the patient for a considerable 
time. Unfortunately there is a tendency 
to distention and the development of varico- 
sities at the points where the portal commu- 
nicates with the systemic circulation. One 
of these points is at the lower end of the 
esophagus where the left coronary vein of 
the stomach and the esophageal veins com- 
municate with the azyga vein. These vari- 
cosities may rupture into the esophagus and 
give rise to hemorrhage, a common and oc- 
casionally a fatal symptom. Anastomosis 
between the inferior mesenteric and hemor- 
rhoidal veins may become varicose, with the 
production of hemorrhoids. Of special in- 
terest are the veins passing along the round 
ligaments and establishing a communica- 
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tion between the epigastric veins of the ab- 
dominal wall and the veins at the hilus of 
the liver. Varicose dilatation of these veins 
gives rise to the caput medusae, the ring of 
dilated veins surrounding the umbilicus. 

The destruction of the parenchyme and 
the contraction of the fibrous tissue is fol- 
lowed by a gradual obliteration of the small 
radicles of the vascular bed. The inevitable 
result is an extreme degree of portal ob- 
struction with its resulting ascites and 
hemorrhage. 

Biliary Obstruction: This is evidenced 
by jaundice which usually is a late ac- 
companiment and may be due to fibrotic 
constriction of the bile radicles. The other 
explanation is deficiency of liver function 
due to hepatic degeneration. Also is forth- 
coming the explanation of clay-colored 
stools. 

Splenic Enlargement: This is in part due 
to congestion as explained above and is in 
part due to a pulp hyperplasia secondary 
to the same factor responsible for the cir- 
rhosis. 

Hepatic Insufficiency: Many physicians 
claim that there is ample liver function be- 
cause so often the liver function tests give 
such disappointingly normal values. Again 
one is reminded to remember that these 
tests only gauge one function to the test. 
The diminution of the serum albumin-glo- 
bulin ratio is generally accepted to be due 
to the fact that the liver is not able to syn- 
thesize albumin as before. Post and Patek, 
and Butt, Snell and Key have shown that 
the decrease in serum albumin rather than 
the portal hypertension is responsible for 
the formation of ascites and its concomi- 
tant oliguria. The explanation is a reduc- 
tion in osmotic pressure. As has been elud- 
ed to previously, hepatic dysfunction may 
in some way be responsible for the jaun- 
dice. 

The macrocytic, hyperchromic anemia 
sometimes found in cirrhosis of the liver is 
due to the lack of the liver’s ability to store 
and utilize the anti-anemic principle. 

There has been some evidence lately to 
show that liver plays a part in the metabo- 
lism of vitamins A, D and K. As a result 
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of poor liver function there is a decrease 
in prothrombin and fibrinogen formation 
and therefore purpura and hemorrhayic 
tendencies. One may also explain this as 
lack of vitamin K absorption when the hile 
ducts are obstructed. 


It is not the object of this discussion to 
become involved in the theory of the appli- 
cation of liver damage, but rather to stimu- 
late one to speculate upon it. 


THERAPY 


The basis for the changing conceptions 
in the treatment of cirrhosis of the liver is 
based on several clinical and experimental 
observations. Those of a clinical nature 
are: (1) The high incidence of cirrhosis 
in countries where nutritional deficiencies 
are endemic; (2) coincidence of enteric dis- 
eases with cirrhosis and with deficiency 
states and, (3) incidence of alcoholism and 
cirrhosis and alcoholism and nutritional de- 
ficiencies. The experimental ones are: (1) 
Starvation renders the liver more vulner- 
able to injury by hepatotoxins; (2) the lack 
of certain food factors in yeast are said to 
cause fatty changes in the liver and impair 
its function; (3) one may produce cirrho- 
sis in rats and rabbits by diets deficient in 
yeast; (4) high fat or excess cystine diet 
leads to fibrotic liver changes and, (5) the 
liver is protected from hepatotoxins by a 
high protein diet and/or feedings of yeast. 
Therefore it has been concluded that there 
is a significant relationship between nutri- 
tional deficiencies and development of cir- 
rhosis. There are some objections to this 
hypothesis and their support is derived 
from: (1) The incidence of cirrhosis of 
the liver with deficiency diseases is not 
necessarily high. Arguments against this 
are quick death in fatal beriberi, pellagra 
or sprue with a high autopsy evidence of 
degeneration, also a high percentage of de- 
ficiency diseases show physical signs or lab- 
oratory evidence of liver disease. (2) The 
nutritional state may be the result of in- 
terference with nutrition by liver disease. 
This occurs, but rather to perpetuate al- 
ready present deficiencies as is evidenced 
by many histories. 
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Beeause of the probable nutritional ori- 
gin of cirrhosis and because of the associat- 
ed secondary deficiency in cirrhosis there 
has been a gradual change in the therapy. 
In the past, treatment has been devoted 
principally to the elimination of ascites by 
mercurial diuretics, fluid restriction, purga- 
tion and paracenteses. At present the usual 
therapeutic regimen consists of a high pro- 
tein (mainly from vegetable and dairy 
sources), high carbohydrate, low fat, and 
high vitamin diet (with added vitamin sup- 
plements). The significance of each of 
these factors will be discussed. 

Protein: Ravdin observed that the criti- 
cal amount of protein required to prevent 
fatty infiltration of the liver was 17 per 
cent of the total calories, provided the 
caloric intake was sufficient to meet energy 
requirements. If it falls below this level, 
fatty infiltration occurs despite the level 
of carbohydrate intake. It has also been 
shown conclusively experimentally that a 
fatty liver is much more vulnerable to he- 
patotoxins and this is thought to be due to 
the fact that so many of the hepatotoxins 
are lipid soluble. In protein deficiency 
states liver protein is the first body pro- 
tein to be used. Therefore Ravdin has 
recommended that at least 25 per cent of 
the total calories be of protein origin. 
Whipple, et al., showed on dogs that cystine 
and methionine, two sulfur containing 
amino acids, were specific protein protec- 
tive in chloroform damage to the liver. 
They could not demonstrate this with any 
other single or combinations of sulfur con- 
taining amino acids. They have hypothe- 
sized that these substances are able to con- 
jugate with toxic substances and also to 
form detoxicating products. Also it is pos- 
sible that these two sulfur containing amino 
acids furnish the sulfhydryl groups essen- 
tial for the construction of liver enzymes, 
glutathione, thiamine hydrochloride, and 
tertain protein hormones and they are 
therefore important in body economy. The 
serum proteins are synthesized by the liver 
and it is the resulting imbalance of them, 
as a result of the hepatic damage, that is 
responsible with portal hypertension for 
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ascites. It is necessary that an adequate 
supply of essential amino acids be provided 
for this purpose. In order for ntany of 
these above functions to take place liver 
cells must be regenerated and this can only 
take place in the presence of an adequate 
protein intake—mainly from vegetable and 
dairy origin. 

Carbohydrates: “A high carbohydrate 
intake is important because carbohydrate 
spares liver protein, displaces liver fat, and 
makes ready energy available for liver 
metabolism.” One must realize that glu- 
cose itself does not protect the liver from 
hepatotoxins, but rather indirectly it does 
by sparing liver protein. It has also been 
shown that certain end-products of carbo- 
hydrate metabolism are able to join with 
the nitrogenous end-products of tissue me- 
tabolism and thus resynthesize amino acid 
and rebuild body proteins. This is an addi- 
tional protein-sparing action. The glyco- 
gen and protein stores of the liver are re- 
duced and the fat content increased in star- 
vation and undernutrition. In liver disease 
70 to 80 per cent of the total calories should 
come from easily assimilable carbohydrates. 

Fats: In experimental animals it has been 
shown that when the fatty acid content of 
the liver reached 25 per cent, death in- 
variably occurred from chloroform anes- 
thesia and the microscopic liver sections 
showed extensive central necrosis. The 
fatty acids of the liver are more unsatu- 
rated than the fatty acids of other parts 
of the body and absorb many dangerous 
hepatotoxins which are fat soluble. This 
is the first step in the pathogenesis of fatty 
infiltration, necrosis, and fibrosis. As has 
been discussed above, fatty infiltration can 
be prevented by high vitamin, high protein 
diet. Therefore in conditions of inadequate 
diet the fat content of the diet should be at 
a minimum. In serious liver disease the 
fat intake should not exceed 5 per cent of 
the total calorie intake. In mild or less 
serious liver damage it may be as high as 
50 grams per day. The fat should be de- 
rived chiefly from milk, egg white, calf 
liver, cottage cheese, dairy products, fowl, 
and white fleshed fish. 
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Vitamins: Numerous workers, Patek, 
Butt, Hamilton, Rich, Gyorgy, Goldblatt 
and others have shown parenchymatous 
changes similar to cirrhosis of the liver in 
experimental animals fed a diet deficient 
in the vitamin B complex. They were able 
to prevent these changes by the use of 
whole yeast in the diet, but not entirely 
with the known factors except for choline. 
It has been concluded that it is the result 
of some unknown factor in this complex. 
With this in mind there followed clinical 
experimentation with abundant administra- 
tion of the B complex in patients with de- 
compensated portal cirrhosis with other- 
wise adequate diets. Patek noted improve- 
ment in 10 out of 13 patients so treated in 
the form of a rise in serum albumin. Vita- 
min C should also be added to the diet for 
it promotes healing and repair and a de- 
creased vitamin C level predisposes to a de- 
creased sugar tolerance. 

Summary: The therapeutic objectives are 
twofold: (1) To determine the cause and 
eradicate it, and (2) to prevent or arrest 
hepatic disease by decreasing the liver’s un- 
derability and to facilitate functional ac- 
‘tivities, repair, and regeneration. These 
aims are to keep glycogen, protein, and fat 
content of liver within normal limits. It 
has been shown that a fatty liver is sus- 
ceptible to hepatotoxins and their produc- 
tion of necrosis and cirrhosis. There are 
certain conditions which predispose to fatty 
livers such as fasting or undernutrition, 
low protein diet, low choline diet, high fat 
diet, high cholesterol diet, and disturbed 
pancreatic digestion (causing poor protein 
absorption). It has been shown that a high 
carbohydrate, relatively high protein, low 
fat diet with large supplements of vitamin 
B complex protects the liver and aids re- 
pair. Evidence is that it is best to use pro- 
tein of vegetable or dairy product origin 
and to use those proteins rich in cystine and 
methionine. The carbohydrates best to use 
are those which are easily assimilated such 
as jellies, honey, marmalades, fruit juices 
with sugar and 15 to 20 per cent vegetables. 

The continuance of a dietic regimen such 
as this is by no means simple. It can easily 
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become monotonous, expensive, and imprac- 
tical. At times it may require meticulous 
care and careful nursing. Improvement js 
slow. Patek has set the time for signs of 
improvement to appear between two 
months and ten months. These signs of 
improvement include a lessening of the 
jaundice, a decrease in peripheral edema, 
disappearance of fever, and an increase in 
urinary output. Laboratory indications of 
improvement are a rise in hemoglobin, a 
decrease in prothrombin clotting time, and 
a decrease in the completeness of floccula- 
tion in the cephalin-cholesterol test. Pa- 
tience, optimism, and persistence are neces- 
sary both for the physician and the patient. 


Another drawback to the therapy, 
though not actually its fault, is the lack of 
early diagnosis which is so imperative for 
complete cure. For this reason the physi- 
cians should devote more attention to mild 
digestive disturbances, slight loss of weight, 
icteric pallor, and a_ palpable liver and 
spleen. Snell advises, in cases of doubt, to 
perform a peritoneoscopy and a_ hepatic 
biopsy to confirm diagnosis. In cases so 
diagnosed the outlined program of therapy 
has an excellent chance for producing re- 
covery. 

PROGNOSIS 

The prognosis is grave in cirrhosis of the 
liver once signs of decompensation have ap- 
peared. After the onset of ascites 32 per 
cent of Patek’s patients lived one year; and 
after the first hematemesis 28 per cent 
lived one year. 

Early diagnosis and the institution of the 
above discussed therapy improves the prog- 
nosis markedly as was also shown by Rat- 
noff and Patek. In their series at the end 
of the first year 67 per cent of the treated 
patients were alive and 35 per cent of the 
control cases; at the end of the second year 
45 per cent of the treated patients were 
alive and 21 per cent of the untreated. 

SUMMARY 

A clinical discussion of portal cirrhosis 

in regard to etiology, pathogenesis, path- 


ology, incidence, clinical manifestations, 
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laboratory signs, and therapy has been of- 
fered. 

The hypothesis that cirrhosis of the liver 
may result from dietary and vitamin de- 
ficiency is supported by clinical and ex- 
perimental evidence. 

The modern therapy of high carbohy- 
drate, relatively high protein, low fat diet 
with vitamin supplements, especially vita- 
min B complex, offers much encouragement 
as manifested by signs of clinical improve- 
ment and the lengthening of the life span. 
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TUBERCULOSIS AND PREGNANCY* 


EDGAR HULL, M. D.7+ 
NEW ORLEANS 





It has been stated that 32,000 pregnancies 
occur annually in this country in women 
with tuberculosis'. This dramatic figure 
may give the impression that tuberculosis 
occurs with extraordinary frequency in 
pregnancy, but it is meaningless unless it is 
compared with the total number of preg- 
nancies which occur annually. Eisele and 
Mason? examined 4,000 pregnant women 
fluoroscopically, and found evidence of tu- 
berculosis in 1.06 per cent, and evidence of 
active disease in 0.7 per cent. The incidence 
of clinical tuberculosis in other reported 
series®: +:° is lower, varying from 0 to 0.36 
per cent. It thus appears that tuberculosis 
is hardly more frequent in pregnant women 
than in other young adults. 

It has been noted that the onset of tuber- 
culosis frequently dates from pregnancy or 
the puerperium. However, Jameson’, in a 
study of 451 married women with tubercu- 
losis, found that the first symptoms ap- 
peared during pregnancy in only 3.5 per 
cent, and dated from the puerperium in only 
4.8 per cent, which suggests that the chron- 
ologic association was due only to chance. 
There is thus no evidence that pregnancy 
predisposes to the development of tubercu- 
losis. 

It is well known that women may die of 
tuberculosis shortly after the termination 
of pregnancy or even during pregnancy. 
Mortality statistics, however, show that one 
out of every five deaths in women of child- 
bearing age is due to tuberculosis‘, and that 

*Read before the Orleans Parish Medical So- 
ciety, May 24, 1943. 

+From the Department of Medicine of the Lou- 
isiana State University School of Medicine and the 
John Ditert Tuberculosis Service of the Charity 
Hospital of Louisiana at New Orleans, 
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one out ten’ is due to complications of preg- 
nancy. Since tuberculosis has no effect 
upon fecundity it is quite clear that if a 
young married woman with tuberculosis is 
to die there is a distinct chance that she 
will die during or shortly after a pregnancy, 
of tuberculosis or of a complication of the 
pregnancy, irrespective of any effect of the 
pregnancy upon her tuberculous process. 

No well informed physicians now believe 
that pregnancy exerts a beneficial effect 
upon tuberculous lesions. It is now known 
that the gain in weight is an accompani- 
ment of the pregnancy and does not neces- 
sarily mirror changes in the pulmonary 
process, and that upward displacement of 
the diaphragm does not diminish its mo- 
tility®. 

There are still many, however, who be- 
lieve that pregnancy influences tubercu- 
losis unfavorably, among them Potter’, Car- 
rington’®, and Allen'’. Some of them seem 
to believe that therapeutic abortion results 
in improvement of the tuberculous process. 
The opinions of these men are expressed 
without statistical backing, and apparently 
are derived from theoretical considerations 
(which Ornstein and Epstein'' have shown 
to be invalid) and from isolated clinical ex- 
periences. As long ago as 1926 the studies 
of Bridgman and Norwood" cast consider- 
able doubt upon the value of therapeutic 
abortion in pulmonary tuberculosis, and led 
to a change of Dr. J. Whittdrege Williams’"™ 
previously radical views upon this matter. 

The weight of evidence now at hand 
regarding the influence of pregnancy upon 
tuberculosis points toward the opinion ex- 
pressed in a recent statement by Ornstein": 

“(1) Pregnancy has no influence upon 
the course of tuberculosis. 

“(2) The prognosis depends upon the 
character and control of the tuberculous 
process.” 

This opinion must be reached by all who 
study reports regarding tuberculosis in wo- 
men of childbearing age which compare the 
course and mortality, over a period of years, 
in women who have had babies after tuber- 
culosis was discovered, with the same data 
regarding women who have had no babies. 
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Among earlier reports are those of Forss- 
ner'® and Barnes and Barnes'’; the more 
recent include those of Ornstein and Koy- 
nat'?, Ornstein and Epstein", and Mariette, 
Larson, and Litzenberg'*’. Ornstein and 
Kovnat report comparative mortalities of 
36 and 33 per cent, and Mariette et al. re- 
port a mortality of 19 per cent in 82 tuber- 
culous women who had had babies against 
39 per cent among 873 tuberculous women 
in the same age group who had no babies 
over a 19 year period. Ornstein and Ep- 
stein reported a 12 per cent mortality in 82 
women who were given adequate collapse 
therapy and whose pregnancies were al- 
lowed to continue. Mariette et al. pointed 
out that all deaths in the women who had 
babies occurred in patients with far ad- 
vanced disease at the time treatment was 
begun, and Ornstein and Kovnat noted that 
all deaths, both in women who did and 
who did not have babies, occurred in the 
caseating open cavity type of tuberculosis. 
These authors are of the opinion that tu- 
berculosis is never an indication for the in- 
terruption of pregnancy, and Douglas" and 
Henske”’ are in agreement with them. 

In the sixth edition of his textbook, pub- 
lished in 1933, DeLee?! wrote: “Most ob- 
stetricians think pregnancy aggravates the 
disease and internists disagree among them- 
selves.” In the eighth edition, published in 
1943°" he writes: “If the patient with ac- 
tive tuberculosis becomes pregnant, abor- 
tion is not indicated. Proper care will en- 
able the patient to go through her preg- 
nancy unharmed.” The second sentence of 
this statement is a bit on the rosy side, but 
reflects modern obstetrical opinion that 
pregnancy does not influence the tubercu- 
lous process. 

PREGNANCY AND TUBERCULOSIS IN THE L, 8. U. 
UNIT OF TIIE DIBERT (WILITE) 
TUBERCULOSIS SERVICE 

During the nine year existence of the L. 
S. U. Unit, no pregnancies have been inter- 
rupted in patients with tuberculosis. If 
pregnancy existed at the time of admission, 
attention was directed to control of the tu- 
berculous process, and prenatal care was 
supervised by the department of obstetrics. 
-atients discharged as quiescent or arrested 








HuLL—Tuberculosis and Pregnancy 323 


cases were advised to forego pregnancy, but 
if pregnancy nevertheless occurred it was 
allowed to continue, and care of the patient 
became the responsibility both of the tuber- 
culosis and obstetrical clinics. When it was 
possible, these patients were readmitted to 
the hospital before the expected date of de- 
livery, their babies delivered in the hospital, 
and the patients kept in bed for two months 
following delivery. The method of delivery 
was determined by obstetrical indications. 


Stage of Disease: During the nine year 
period there were 29 women who had babies 
after the date of their first admission for 
active tuberculosis, and whom we have been 
able to follow. According to the criteria of 
the National Association, 
three (10 per cent) of these women had 
minimal tuberculosis; 12 (14 per cent) had 
moderately advanced disease, seven unilat- 
eral, five bilateral; and in 14 (48 per cent) 
the disease was far advanced, seven uni- 
lateral, seven bilateral. Comparison with 
the statistics compiled from this service by 
Monte and Blitz** in 1938 indicates that this 
group represents a more favorable group 
than that represented by all female patients 
admitted to the service, in which the per- 
centages of minimal, moderately advanced, 
and far advanced cases were, respectively, 
about 2, 45 and 53 per cent. 


Tuberculosis 


Treatment: Of the definitely minimal 
cases, two were treated by bed rest alone, 
and one received unilateral pneumothorax. 
All 12 of the patients with moderately ad- 
vanced disease received pneumothorax; in 
one case the pneumothorax was bilateral. 
Of the 14 patients with far advanced dis- 
ease, five were treated by bed rest alone, 
seven by pneumothorax, and two by thora- 
coplasty. Thirty-six babies have been born 
to these patients, of whom 34 or now living. 
One baby was stillborn, and another, a twin 
born prematurely, lived only a few days. 


One of the mothers has died; she had far 
advanced bilateral disease, and was preg- 
nant when admitted. Collapse therapy was 
not employed. The baby was born alive and 
is now living and healthy. The mother died 
a few months after the birth of her baby. 


The mortality for the entire group to this 
date is thus 4 per cent. 


Pregnancy with Active Tuberculosis: 
Only four of all the patients were preg- 
nant on admission, and the single death 
of the series occurred in this subgroup. Of 
the other three, two patients had far ad- 
vanced disease, and collapse therapy was 
not employed. In these patients the disease 
is arrested at present. The fourth patient 
had moderately advanced unilateral disease, 
was given pneumothorax, and delivered 
twins prematurely, one of whom died. She 
has since had another baby, and now is ap- 
parently cured. There are thus five living 
babies resulting from the pregnancies of 
these four women. 


Pregnancy after Treatment for Tubercu- 
losis: Twenty-five patients became preg- 
nant after they had been given treat- 
ment for tuberculosis, and in all of them 
the disease was considered to be quies- 
cent or arrested when their pregnancies be- 
gan. Twenty-three of them have had one 
pregnancy, one has had three, and one has 
had four. One of the babies was stillborn, 
but the rest have survived. There are thus 
29 surviving babies who have been born to 
these 25 women. All of the mothers are 
now living, and in all of them the disease is 
quiescent, arrested, or apparently cured. 
Flareups of the tuberculous process, neces- 
sitating readmission, have occurred in four 
cases, but only in one did flareup occur 
within six months after delivery. Flareup 
within this period is still possible for four 
of the patients, since less than six months 
have elapsed since the termination of their 
last pregnancy. 


DISCUSSLON 


This study then may be said to have 
begun with 29 women who had active tuber- 
culosis. It seems to end with one dead wo- 
man, two dead babies, 28 presumably 
healthy women, and 34 healthy children, a 
tutai of 63 presumably healthy persons. Ac- 
tually, of course, it has not ended. Some of 
the women will eventually die of tuberculo- 
sis, and some of them will have more chil- 
dren. It is a small study, and as vet short- 
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ranged, for eleven of these women have had 
their last baby within the past two years. 
It is also an incomplete study, for we have 
not been able to follow nearly all the women 
of childbearing age who have been dis- 
charged from the Dibert service. We have 
hearsay evidence that about ten more of 
these women have had babies, and that one 
of these had died. The study cannot be said 
to furnish additional evidence regarding 
the influence of pregnancy upon active 
tuberculosis, but it does suggest strongly 
that pregnancy is not harmful to women 
who have received adequate treatment for 
tuberculosis. 
CONCLUSIONS 
On the basis of evidence which has accu- 
mulated during the past 20 years, it may be 
stated that pregnancy has no influence 
upon the development or course of tuber- 
culosis. Our own experience, which reveals 
a to-date mortality of 4 per cent among 29 
tuberculous women who have borne chil- 
dren, is in accord with this statement. 
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WARS AND WOMEN DOCTORS 


ELIZABETH BASS, M. D. 
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From the mythological Greek Amazons to 
the present-day guerillas of Russia, Spain, 
and Yugoslavia, “female warriors” have 
fought with unsurpassed courage and often 
with relentless fury. Minerva was not 
only a medical goddess but also a warrior. 
No less brave have been the women who 
nursed the wounded on battlefields, for the 
task of women in both ancient and modern 
warfare has been to bind wounds and to 
alleviate pain. Joan of Arc, Queen Eleanor 
of Aquitaine, Mary Anne Talbot of Flan- 
ders, Hannah Snell of Guise’s regiment, De- 
borah Sampson of Revolutionary war fame 
and Sergeant Mollie Pitcher, Russia’s “‘Bat- 
talion of Death,” the American nurses on 
Bataan, and other heroine ‘“‘soidiers” and 
nurses have their niche in military history. 

Warfare no longer is strictly a man’s bus- 
iness. Woman’s effort is essential in the 
conflict now waging; her part is recognized 
and valued. With transition and necessity 
has come about a victory for American 
women physicians. On April 16, 1943, the 
last barrier of prejudice tumbled when 
President Roosevelt signed the bill provid- 
ing for the appointment of female physic- 
ians and surgeons in the Medical Reserve 
Corps of the Army and Navy and “for ac- 
cording them rank, commensurate with 
their professional qualifications.” 
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A few women did attain rank in old- 
world armies but of their lives and services 
only vague and scattered accounts are pre- 
served. Many royal women were profic- 
ient in medical studies, founded great hos- 
pitals, and personally cared for the sick. 
During the Crusades noble women and ab- 
besses organized medical care for the pil- 
grims on the road to Jerusalem. The noted 
medical writer, Anna Comnena was phy- 
sician-in-chief of the great Pantocrator Hos- 
pital at Constantinople which had been 
built by her father the emperor, Alexius 
I.Comnenos. Her sister-in-law, Queen Ber- 
tha of Greece, also constructed a hospital at 
Constantinople during the later Crusades 
and in each of its sections was engaged a 
medical woman. Records of this period are 
fragmentary and the names of medical 
women have been lost. However there is 
note of Edina Rittle who served with the 
staff of the Pantocrator Hospital. 

It is said that Isabella the Catholic (1451- 
1504) was the first to “‘introduce the benev- 
olent institution of camp hospitals.” Dur- 
ing the war to expel the Moors from Spain, 
this liberal-minded queen had four large 
tent hospitals constructed and women doc- 
tors were among the physicians serving in 
these hospitals. The daughter of Hans der 
Wolff of Frankfurt (1344) was a noted sur- 
geon and received medals for her care and 
treatment of wounded soldiers. Marie Eliz- 
abeth Sauer of Poland was taught to be as- 
sistant to her father, a surgeon in the army 
of Frederick the Great. Brief mention is 
found of a “Mrs. Allyn who served as an 
army surgeon during King Philip’s war and 
at one time was given twenty pounds for 
her services.” 

More is known of Lady Anne Halkett 
(1622-1699) of Scotland who was a surgeon 
in the Royal Army. Of Lady Halkett, the 
historian Dr. Kate Hurd-Mead writes: “At 
Perth in 1650, after the battle of Dunbar, 
the King in person and with some ceremony 
thanked her. The whole story of her life 

. is decidedly thrilling, for she had many 
adventures and some love episodes, besides, 
incidentally, writing twenty one books on 
religious subjects .. . Her father died while 


Anne was still a child and her mother at- 
tended to her education but where she got 
her medical skill she does not say ... Her 
autobiography describes her daily life at 
Fyvie for five years during which time she 
was tending the sick and wounded men in 
the army, women dying of cancer, men dy- 
ing insane, and children dying of fevers.” 
Once Lady Halkett was a prisoner at New- 
castle and even there was called upon to 
attend the sick and to perform many oper- 
ations. It is said that patients came from 
far parts so great was her medical skill. 

The next figure is that of an amazing 
woman who became Inspector General of all 
British Hospitals. She was “Dr. James 
Rarry” who died in 1865 when her sex was 
revealed. Her identity is still a mystery. 
Hart’s Army List shows that “James Bar- 
ry, M. D.” entered military service the year 
after graduating from the University of 
Edinburgh, and in 1815 was made assistant 
surgeon. In 1857 she became Inspector 
General of the Military Hospitals of Can- 
ada and finally Inspector General of all 
British Hospitals. Her neglected grave in 
Kensal Cemetery shows that this strange 
character died at the age of seventy-one 
years. She was retired after forty-six 
years of service in the British Army. 

Dr. Maude Abbott writes: “The mystery 
surrounding her (Dr. Barry) was no doubt 
connected with some person of prominence 
and unknown identity, under whose pro- 
tection she was ... for the not infrequent 
breaches of army discipline into which an 
impulsive and hot-tempered disposition led 
her were never permitted to interfere with 
her promotions in the Army which were 
made more rapidly than would be custo- 
mary under ordinary circumstances. On 
the other hand a signal bravery she is said 
to have shown upon many occasions was 
never rewarded by military decorations 
given to men for similiar actions ... It was 


‘thought that an early love affair in which 


some exalted personage was implicated, led 
to concealment of her sex with the conni- 
vance of certain persons high in authority. 
She was evidently a well-trained physician 
with considerable sagacity in her profes- 








sion ... very pretentious and sensitive to 
ridicule . . . perhaps some of her peculiar- 
ities were assumed in order to keep her 
identity concealed and that the as- 
perity which she showed to subordinates 
was a necessary part of the role she 
played.” 

Public opinion and prejudice were such 
during the nineteenth century that many 
women writers used pseudonyms and others 
found the disguise of men’s clothes neces- 
sary and more suitable to battlefields than 
were hoopskirts and petticoats. The unique 
figure of Dr. Mary Walker is recalled. This 
independent soul, however, is better remem- 
bered for her eccentric garb than for the 
excellent service she rendered in the Army 
of the United States. She graduated from 
Syracuse University in 1855 and was com- 
missioned Lieutenant and Assistant Sur- 
geon in the Federal Army. Permission was 
given to her by an act of Congress to wear 
trousers, and her uniform was of federal 
blue with gold stripes down the trousers 
legs. She wore officers overcoat and black 
felt hat with gold cord. Once Dr. Walker 
was taken prisoner by the Southern forces 
and exchanged later as a prisoner of war. 
Long after the conflict had ended, she cam- 
pained for “Women’s Right’ and worked 
for the improvement of medical conditions 
for soldiers. She received a pension of $8.50 
monthly and lived until 1917 when she was 
eighty-seven years of age. 

The army nurse first appeared with the 
Crimean War and the woman army doctor 
had her official debut with the first World 
War. However before the European con- 
flict several English women doctors saw ac- 
tive service in the war of the Balkan States, 
1912-1913. The idea for organized service 
by women physicians was the inspiration 
of Dr. Elsie Inglis who founded the Scot- 
tish Women's Hospitals and who gave her 
life to the cause of the Allies during World 
War I. Through the efforts of this young 
woman and her associates complete hospital 
units were financed and equipped. One 
hospital unit was accepted gratefully by the 
Serbian Government and later a second unit 
sailed for France to serve under the French 
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Red Cross. Twenty-three members, Eng- 
lish and Scotch medical women, received 
the Croix de Guerre for their four years 
of service with the units stationed at Roy- 
aumont and Villers Cotterts. The hospi- 
tals organized by the Scottish Women’s 
Hospital Committee expanded and units 
were sent to Serbia, Corsica, Troyes, Calais, 
Ostrovo, Russia and other places. 

At the invitation of the Belgian Croix 
Rouge and the British Consul-General, a 
unit of English women had gone to Ant- 
werp and opened a hospital. When this 
town was bombarded by German seige guns, 
six medical women and twelve nurses re- 
moved their patients to shelter and the fol- 
lowing day evacuated the city and made a 
perilous journey to Ostend. An Expedi- 
tionary Force of English women had gone 
to France in 1914 and was housed in Paris, 
serving under the French Croix Rouge. 
During the war and long afterwards when 
famine and disease struck the devastated 
areas, English, Scotch and American wom- 
en volunteers continued their medical re- 
lief work. 

When the United States entered the 
World War I there was no provision for 
the enlistment of women physicians, al- 
though the Government had provided for 
nurses to enlist with armed forces. How- 
ever, groups of women physicians in vari- 
ous states were organized and even before 
the United States entered the war, a Wom- 
an’s Army General Hospital had been fi- 
nanced and made ready. At the first an- 
nual meeting of the Medical Women’s Na- 
tional Association in 1915, the American 
Women’s Hospitals was organized. The 
first year of the war over one thousand 
women doctors registered for service and 
many of these were certified to the Red 
Cross for service overseas while fifty-five 
signed as “contract surgeons” with the 
army with civilian status. During the 
Spanish War, Dr. Anita McGee made his- 
tory when she became the first woman 
“contract surgeon” with the United States 
Army. 

In July, 1918, when the allied counter- 
drive began, the first hospital unit of the 
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American Women’s Hospitals sailed for 
France and was established in the village 
of Neumoutiers and later at Chateau Lu- 
zancy Which served as an evacuation hos- 
pital for the American forces. This marked 
the beginning of the American Women’s 
Hospital’s humanitarian work which has 
continued until the present time. After 
World War I, sixty-two American physi- 
cians and nurses were decorated by for- 
eign governments for their services which 
were carried on during the aftermath of 
war When there was need for increased 
medical care. Hospitals were maintained 
at Vodena, Greek Macedonia and the Ser- 
bian border during the war and after the 
armistice, hospitals, clinics and dispensaries 
were established in Serbia, Turkey, Ar- 
menia, Albania and in the Caucases. 
History has in a way repeated itself. In 
the fall of 1941, twelve women doctors vol- 
unteered to go to England to relieve the 
medical personnel. Seven of the twelve re- 
mained. Major Barbara Stimson joined 
the R.A.M.C. and became one of three hun- 
dred women doctors commissioned in the 
British Army. Ninety British women doc- 
tors are attached to the R.A.F. and some 
to military hospitals in Britain and abroad. 


Canada and Australia accept women into 
the Medical Corps without distinction and 
the Russian Army makes no distinction be- 
tween men and women doctors. Ninety per 
cent of the doctors now being trained in 
Russia are women, compared to the nor- 
mal fifty per cent. 


Women doctors, now eligible for commis- 
sions in the Medical Reserve Corps of the 
army forces, have a variety of war services 
from which they may select. These are: 
Hospital Service, Hospital Casualty and 
Evacuation Units in vulnerable areas, pri- 
vate practice in resettlement and defense, 
industrial medicine, Children’s Bureau of 
the U. S. Department of Labor, U. S. Pub- 
lic Health Service, the armed forces, women 
appointed for volunteer emergency service, 
Women’s Ferrying Squadron, and the Unit- 
ed States Army and Navy. 


“The gifts of nature are alike diffused 
in both, all the pursuits of men are the 
pursuits of women,” so Plato wrote. 
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NEW ORLEANS GRADUATE MEDICAL 
ASSEMBLY 


The eighth annual meeting of the New 
Orleans Graduate Medical Assembly will be 
held this year March 6-9. This organiza- 
tion has grown by leaps and bounds. More 
than 400 out of state visitors attended last 
year’s session than had ever attended be- 
fore. Many of these men were in the armed 
services and came from all over the United 
States. Twenty-seven different states as 
well as the District of Columbia were repre- 
sented. There was a slight diminution in 


the number of local members who attended 
due to the fact that many of them are in the 
Army or Navy. 


The program this year is fully equal to 
that of last year and of previous vears. A 
large number of guest speakers of distine- 
tion and renown have accepted the invita- 
tions to appear on the program of this 
meeting. They include such men as Dr. 
Chevalier L. Jackson, a student of broncho- 
scopy, Dr. Robert L. Levy, Professor of 
Clinical Medicine at Columbia, Dr. Walter 
L. Palmer, Professor of Medicine, Univer- 
sity of Chicago, Dr. Ralph H. Major, Pro- 
fessor of Medicine at the University of 
Kansas School of Medicine, Dr. Paul R. 
Cannon, head of the Department of Path- 
ology at the University of Chicago and Dr. 
Abraham Myerson, Clinical Professor of 
Psychiatry at Harvard Medical School. In 
the field of surgery are to be found such 
speakers as Commander L. Kraeer Fergu- 
son, Assistant Professor of Surgery at the 
University of Pennsylvania, Dr. George T. 
Pack, Assistant Professor of Clinical Sur- 
gery at Cornell University. In proctology 
Dr. Louis A. Buie, Chief of Department of 
Proctology at the Mayo Clinic will discuss 
the problems in this particular field. In 
orthopedic surgery, Dr. H. Winnett Orr, 
well known for his method of treatment of 
bone fractures, will give several papers. In 
obstetrics Dr. John W. Harris, Professor of 
Obstetrics and Gynecology at the University 
of Wisconsin Medical School, and Dr. Ro- 
bert A. Ross, Associate Professor of Ob- 
stetrics at Duke University, will have pa- 
pers on gynecologic and obstetric condi- 
tions. Dr. Carroll S. Wright, Professor of 
Dermatology and Syphilology at Temple 
University School of Medicine, will repre- 
sent the specialty of dermatology. and Dr. 
Frank Hinman, Clinical Professor of Urol- 
ogy at the University of California Medica! 
School will give instructive talks in their 
particular field of medicine. Altogether 
the list of speakers is outstanding and to 
hear them will well repay those who register 
and attend the meeting. 

The members of the New Orleans Gradu- 
ate Medical Assembly will welcome visitors 
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and speakers at this annual convocation. It 
is to be hoped that the attendance will equal 
that of last year. It is particularly desired 
that the members of Army and Navy in- 
stallations in Louisiana and Mississippi, or 
in fact any nearby state will feel welcome to 
attend the meeting. 


4). 
VU 


BENJAMIN FRANKLIN 





In January of this year will be celebrated 
the two-hundred and eighty-third birthday 
of a truly great American, Benjamin 
Franklin. He is known as an inventor, a 
scientist, a statesman, a successful business 
man, a writer, the founder of a great Uni- 
versity, a signer of the Declaration of Inde- 
pendence, the maker of an alliance with 
France and peace with Great Britain, but 
his activities in medical fields are not gen- 
erally appreciated. In 1751 he promoted the 
founding of the Pennsylvania Hospital 
which remains to this day as one of the 
great private hospitals in this country. In 
1771 Franklin was elected a member of the 
Royal Medical Society of Paris and in 1787 
was made an honorary member of the Medi- 
cal Society of London. Franklin’s friend- 
ship with the outstanding medical men of 
his time is probably not known by many 
doctors. He corresponded constantly with 
Dr. Ingenhousz of Vienna, the court physi- 
cian to Maria Theresa. As a matter of fact 
this, at that time famous doctor, consulted 
Franklin in regard to the advisability of in- 
oculating the children of the royal family, 
Franklin having written about and prac- 
ticed inoculation against smallpox. Frank- 
lin’s writings were translated into French 
by Dr. Dubourg. Fothergill was a close 
friend of Franklin in the years he spent in 
London just prior to the Revolution. Frank- 
lin knew and advised Bard, founder of Co- 
lumbia Medical School. Benjamin Rush and 
Thomas Bond were his intimates. Lettson, 
in his day the most successful English phy- 
sician and founder of a General Dispensary 
in London, wrote a biography of this great 
man. When the claims of Mesmer were 
being broadcast widely and being accepted 
very generally as the truth, Franklin was 
instrumental in exposing him as a fraud. 


Of the quacks who practiced in his time 
and day, Franklin commented “‘they are the 
greatest liars in the world.” He was a 
vigorous proponent of frequent bathing 
which, two hundred and fifty years ago, 
was an infrequent practice. He, in so far as 
we know, was one of the first to advocate 
sun baths. He was a discover of the in- 
jurious effects of CO, and spoken of as 
originator of the modern science of ventila- 
tion. He preached the gospel of pure air, 
he kept his windows open at night, whereas 
his fellow citizens closed and locked theirs. 

Franklin did not like tobacco, he thought 
that the use of tobacco would disappear in 
a very few years. For once his prognostica- 
tion proved wrong. He was an advocate of 
drinking plenty of water and in giving 
water to febrile patients. His writings on 
lead poisoning are classic. He stated that 
this disease was due to the bits of metal 
which lead workers swallowed when they 
ate their food because they had not thor- 
oughly washed their hands. 

This former Postmaster General of the 
United States believed colds were trans- 
mitted from person to person and that indi- 
viduals were more likely to develop a cold 
by overeating and by immoderation of any 
kind than if they restrained their desires. 
He wrote that many diseases proceeded 
from colds, such as pleurisy and fevers, 
and that the common cold might be aggra- 
vated by the overheating of living rooms. 

Benjamin Franklin was truly a great 
man. He was catholic in his interests and 
electic in his ideas. It is doubtful if any 
American has ever left so profound an im- 
pression upon three great nations, England, 
France and the United States, as did 
Franklin. 


AY. 





DIAGNOSIS OF CANCER OF THE 
UTERUS 


Last year Papanicolaou and Traut' re- 
ported upon a method of diagnosis of cancer 
of the uterus which they had found to be 
most valuable. So important was this con- 
tribution considered, that the studies have 
been elaborated and reported upon in a pub- 
lication which has appeared under the aegis 
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of the Commonwealth Fund. Furthermore, 
their work has been confirmed by others, 
as a recent paper by Meigs, Graham, 
Fremont-Smith, Kapnick and Rawson* at- 
tests. These authors studied a large group 
of patients in the Massachusetts General 
Hospital and Vincent Memorial Hospital. 
They found the method to be reliable, sim- 
ple and capable of being carried out by the 
man who is in general practice. 

The Cornell authors who described this 
method of diagnosing cancer in early stages 
have found that cancer of the uterus may 
be diagnosed by finding of cancer cells in a 
vaginal smear. This material can be ob- 
tained readily for diagnostic purposes, with- 
out elaborate technic, but it depends upon 
a skilled histopathologist to make the diag- 
nosis. The smears can be made by the 
practitioner and then sent to a diagnostic 
laboratory. By this method it seems to be 
quite possible that the practitioner of medi- 
cine to make a diagnosis of cancer of the 
uterus before the signs of the disease are 
unequivocal. Meigs et al. say that the 
vaginal smear examination of any female 
patient who is in the cancer age should be 
an important part of the routine examina- 
tion of this woman. 

To cure cancer of any of the viscera lying 
within the body depends upon an early 
diagnosis. This is a platitude well known 
to all physicians. The disease has to be 
discovered early in its life history. The 
statement has been made repeatedly that in 
the instance of cancer of the body of the 
uterus the likelihood of cure decreases 4 per 
cent a week after its discovery and the 
figure for cancer of the cervix is 3.3 per 
cent a week. Only 11 per cent of women 
with carcinoma of the cervix are operated 
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upon in the early operable and curable 
stages of the diseases. Twenty-nine per 
cent of women with carcinoma of the cervix 
represent questionable cases which may or 
may not be curable. Sixty per cent are in- 
operable when treatment is first begun. 
Failure to make an early diagnosis is the 
primary cause of death from cancer of the 
cervix. Both the patient and the doctor 
may be blamed for this delay. Statistics 
show that the woman with cancer of the 
cervix averages a period of four months 
after the onset of abnormal bleeding before 
she reports to her physician and statistics 
show that a period of four months inter- 
venes finally before operation is performed. 
Meigs et al. stress the point that “the criti- 
cal weeks lost by the patient can be salvaged 
only by slow education of the public.’ The 
physician likewise should be definite and 
dogmatic when possible cancer is present. 
There should be no delay in sending the 
patient to the gynecologist-surgeon. 

The vaginal smear technic in the diag- 
nosis of cancer through the recognition of 
cancer cells in the smear is an additional 
condition which may be diagnosed by this 
method. Endocrinologists have known for 
a long while that the mucous membrane of 
the vagina gives most satisfactory and most 
valuable information in reference to the 
administration and continuation of treat- 
ment with estrogenic substances. 


1Papanicolaou, G. N., and Traut, H. F.: Demon- 
stration of malignant cells in vaginal smears and 
its relation to diagnosis of cancer of uterus, New 
York State M. J., 43:767, 1943. 

“Meigs, J. V., Graham, R. M., Fremont-Smith, 
M., Kapnick, I., and Rawson, R. W.: The value of 
the vaginal smear in the diagnosis of uterine can- 
cer, Surg. Gynec. & Obstet., 77:449, 1943. 





ORGANIZATION SECTION 


The Executive Committee dedicates this page to the members of the Louisiana 
State Medical Society, feeling that a proper discussion of salient issues will contri- 
bute to the understanding and fortification of our Society. 

An informed profession should be a@ wise one. 


The year 1943 has now passed and our 
profession should begin to take an inven- 
tory of our present status and start plan- 
ning New Year resolutions to carry the 


burden of adequate medical care for the fu- 
ture. Most important of these should be 
an intelligent survey of the problems which 
are now urgent and produced by the 
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changes incident to the present war. In 
this we have no set formula; nothing of 
experience or precedent to aid or guide our 
deductions. We can, however, resolve by 
conscientious thought and research to try 
to maintain a sane and equitable set-up 
which might be the means of preserving 
our American form of medical practice. 
Grave problems have been solved in the 
past by the medical profession and it is felt 
that now is an appropriate time for wis- 
dom and intelligent thought to be displayed 
in the analysis of present conditions and 
some formula adopted for their correction. 
For example, we may by good fighting help 
to defeat the Wagner-Murray-Dingell Sen- 
ate Bill 1161. In this regard what are we 
planning to do to meet the implications of 
shortage of medical care? Some are of the 
opinion that with proper adjustment of our 
present civilian doctors no further rear- 
rangement of medical practice will be ne- 
cessary. Others feel very strongly that 
now we should be discussing this important 
matter and some definite plan should be 
adopted for a prepayment, voluntary medi- 
cal service plan, looking toward adequate 
service to the lower income groups. Sucha 
plan should include support by some form 
of state medical control, whereby parishes 
either singly or in groups can have the 
proper set-up for rendering modern and ef- 
ficient medical attention. In various 
states experiments are being conducted with 
such prepayment plans. Some one of these 
might be adjustable or suitable to our needs 
in Louisiana. It is obvious that a single 
plan for the whole forty-eight states is not 
possible or feasible. What would be work- 
able in Connecticut would not suit Califor- 
nia; industrial business and productive 
forms of livelihood vary too much. Is it 
not timely that some thought be given this 
vital subject? Unless we meet these issues 
incident to changes in our mode and char- 
acter of living, molded more or less by the 
exigencies of war, we must continue to ex- 
pect some attempt from other groups to 
take over. This should not prevail. 
Medical postwar planning is just as im- 
portant in our American form of medical 
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practice as in other professions or business. 
We read and hear a great deal from the 
powers existing or created about the need 
for some realigning of our social fabric to 
meet the changes which are sure to appear 
after the termination of hostilities. Should 
we not be prepared to properly regulate and 
distribute equitably the needs of the medi- 
cal profession when our medical men who 
are now in military service return to take 
up their civilian work again? We could 
render a great service to our medical con- 
freres and the public by having a thorough 
understanding of postwar needs in the field 
of medical practice. Of course no one can 
prophesy the time and date when the war 
will cease but proper thinking for such a 
time seems most advisable and in keeping 
with the thought and tempo of the times. 
Our medical needs should be budgeted by 
the medical profession and we should not 
depend upon some lay group to gather sta- 
tistics and data for some department of the 
government, who in turn would proceed 
with the streamlining necessary to meet the 
implied need. Why not forestall such a con- 
dition before it really develops? 


You may be interested to learn that the 
E. M. I. C. (emergency maternal and in- 
fant care) plan has finally been approved 
by the State Board of Health and the Chil- 
dren’s Bureau of the U. 8S. Department of 
Labor. Every physician in the state has no 
doubt received a copy of the outline for this 
service from the Louisiana State Depart- 
ment of Health. The execution of ma- 
ternity and pediatric service for families of 
enlisted men is now the function of our 
profession. The Executive Committee la- 
bored long and diligently over this plan. 
The final plan adopted was the best pos- 
sible under existing circumstances. 


Dr. C. C. deGravelles, our President, and 
the Secretary, had the privilege of attend- 
ing the Conference of State Secretaries and 
Editors held in Chicago on November 20 
and 21 at the office of the American Medi- 


cal Association. There we profited greatly 
by hearing the above problems discussed 









along with other vital matters. It was the 
general feeling of that group that the posi- 
tion taken by our State Medical Society is 
very sound and in keeping with the high 
principles and ethics so often manifested by 
our profession; thoroughly in keeping with 
the tenets and obligations to protect the 
high ideals of our noble calling. 

Again, we together visited the meeting 
of the Eighth District Medical Society in 
Alexandria on the night of December 6 and 
the meeting of the Fifth District Society on 
the night of December 7 in Monroe. These 
meetings were most encouraging both from 
the standpoint of attendance and interest 
displayed in the scientific program and dis- 
cussion of present day problems of our 
medical profession. 

A most delightful evening was enjoyed 
by all those attending a supper in Shreve- 
port on the night of December 8 when the 
Woman’s Auxiliary of the Shreveport Medi- 
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cal Society entertained their husbands, 
This is a good gesture and might be emu- 
lated in other parishes. Certainly the 
group was most tolerant to permit the tres- 
passing of our entourage. 


The executive officers of the State So- 
ciety are now giving serious consideration 
to plans for the 1944 annual meeting to be 
held in New Orleans the latter part of 
April. Just what can be expected in this 
regard will be announced later. Some of 
the members favor a one day business 
meeting; others think there should be a re- 
stricted scientific program. Due consider- 
ation is being given to the hardships of 
travel, time which can be spent away from 
professional work and to suitable accom- 
modations for those in attendance. As 
stated above definite information in regard 
to the meeting will be furnished 
shortly. 


very 





TRANSACTIONS OF ORLEANS PARISH MEDICAL SOCIETY 


During the month of December the Society held 
one regular scientific meeting. 
as follows: 


The program was 


SYMPOSIUM ON TUBERCULOSIS: 


a. The Evolution of Tuberculosis in the Human 
Lung, by Dr. Chester A. Stewart. Drs. Syd- 
ney Jacobs and Julius Lane Wilson opened the 
discussion on this paper. 

b. The Use of 35 mm. Fluorography in Mass 
Chest X-Ray Surveys, by Dr. R. Alec 
Brown. Drs. Julius Lane Wilson and E. C. 
Samuels, and Lt. Col. Boen Swinny, M. C., 
United States Army, Armed Forces Induction 
Station, opened the discussion on this paper. 


The Eighteenth Stanford E. Chaille Memorial 
Oration was given Thursday, December 16. Dr. 
John R. Schenken, Professor of Pathology, Louisi- 
ana State University Medical School, was the guest 
speaker. Dr. Schenken spoke on The Carcinogenic 
Carcinostatic Effects of Estrogenic Sub- 
stances; A Study of the Changes in the Mammary 
and Prostate Glands. 


and 


At the annual election of the Society held Satur- 
day, December 11, 1943, the following officers of 
the Orleans Parish Medical Society and delegates 
to the Louisiana State Medical Society for 1944 
were elected: 





President-Elect—Dr. A. V. Friedrichs. 

First Vice-President—Dr. Max M. Green. 

Second Vice-President—Dr. Philip H. Jones. Jr. 

Third Vice-President—Dr. Frank Chetta. 

Secretary—Dr. Daniel J. Murphy. 

Treasurer—Dr. Paul G. Lacroix. 

Librarian—Dr. John R. Schenken. 

Additional Members to Board of Directors—Dr. 
E. Leckert, Dr. E. J. Richard. 

Delegates to the Louisiana State Medical So- 
ciety—Dr. H. B. Alsobrook, Dr. George C. Batta- 
lora, Dr. C. J. Brown, Dr. Donovan C. Browne, Dr. 
W. R. Buffington, Dr. Frank Chetta, Dr. Wm. B. 
Clark, Dr. Aynaud F. Hebert, Dr. Philip H. 
Jones, Jr., Dr. Theo. F. Kirn, Dr. Edwin H. Law- 
son, Dr. E. L. Leckert, Dr. Daniel J. Murphy. Dr. 
Jos. P. Palermo, Dr. Felix Planche, Dr. E. J. 
Richard, Dr. Wm. H. Roeling. 





Daniel J. Murphy, M. D.. 
Secretary. 

Board of Directors, Orleans Parish 
Medical Society, 8 p. m. 

Eye, Ear, Nose and Throat Staff, 
8 p. m. 

Clinico - pathologic Conference, 
Charity Hospital Morgue Amphi- 
theater, 1:30 p. m. 

Mercy Hospital Staff, 8 p. m. 

Clinico - pathologic 


January 1. 


January 2. 


January 3. 


January 4. Conference, 
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Touro Infirmary, 11:15 a. m. to 
12:15 p. m. 

Executive Committee, Baptist Hos- 
pital, 8 p. m. 


Jar D Installation Banquet, Jung Hotel 
Roof Garden, 7 p. m. 
Jan | Clinico - pathologic Conference, 
Charity Hospital Morgue Amphi- 
theater, 1:30 p. m. 
Touro Infirmary Staff, 8 p. m. 
Woman’s Auxiliary, Orleans Parish 
Medical Society, Orleans Club, 
3 p.m. 
Januar: 3. New Orleans Hospital Council. 
January 17. Hotel Dieu Staff, 8 p. m. 
Clinico - pathologic Conference, 
Baptist Hospital, 8 p. m. 
Janu 18 Charity Hospital Medical Staff, 
8 p. m. 
Janu: ig Clinico - pathologic Conference, 


Charity Hospital Morgue Amphi- 
theater, 1:30 p. m. 


Charity Hospital Surgical Staff, 
8 p. m. 
January 20. Clinico - pathologic Conference, 


Touro Infirmary, 11:15 a. m. to 
12:15 ». m. 

January 21. I. C. C. R. Hospital Staff, 12:30 
p. m. 

Scientific Meeting, Orleans Parish 
Medical Society, 8 p. m. 

January 25. 3aptist Hospital Staff, 8 p. m. 

January 26. Clinico - pathologic Conference, 
Charity Hospital Morgue Amphi- 
theater, 1:30 p. m. 

French Hospital Staff, 8 p. m. 

Catholic Physicians’ Guild, 8 p. m. 

Clinico - pathologic Conference, 
Touro Infirmary, 11:15 a. m. to 
12:15 p. m. 

DePaul Sanitarium Staff, 8 p. m. 

L. S. U. Faculty Club, 8 p. m. 

New Orleans Hospital Dispensary 
for Women and Children Staff, 
8 p. m. 


January 24. 


January 27. 


January 28. 
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CALENDAR 


PARISH AND DISTRICT MEDICAL 
Date 


Second Wednesday of every month 
Second Tuesday of every month 
Second Monday of every month 
First Thursday of every month 
First Monday of every month 
First Wednesday of every month 
Third Thursday of every month 
First Tuesday of every month 
First Thursday of every month 


ae ee 
East Baton Rouge 
Morehouse 

Orleans 

Ouachita 

Rapides 

Sabine 

Second District 
Shreveport 


Vernon 


1944 ANNUAL MEETING 


Dy. Daniel J. Murphy has been appointed by 
the Orleans Parish Medical Society to serve as 
Chairman of the Committee on Arrangements for 
the 1944 meeting of the State Society to be held in 
New Orleans April 24-27. His long contact with 
the activities of organized medicine and experience 
gained from service on previous arrangement com- 
mittees aptly qualify him for this important posi- 
tion. We can be assured that under his leadership 
we will have a most successful meeting. 

Chairmen of the various scientific sections are as 
follows: 

Dr. Maurice Couret—Bacteriology and Pathology. 

Dr. Val H. Fuchs—Eye, Ear, Nose and Throat. 

Di. Donovan C. Browne—Gastroenterology. 

Dy. Daniel J. Murphy—General Surgery. 

Dr. Joseph W. Reddoch—Gynecology and Obstet- 
ries 








J. H. Musser 





Medicine and Therapeutics. 


SOCIETY MEETINGS 

Place 
Baton 
Bastrop 
New Orleans 
Monroe 
Alexandria 


Rouge 


Shreveport 


Dr. H. Randolph Unsworth—Nervous Diseases. 

Dr. J. T. O’Ferrall—Orthopedic Surgery. 

Dr. S. George Wolfe—Pediatrics. 

Dr. David E. Brown—Public Health and Sanita- 
tion. 

Dr. Lucien A. Fortier—Radiology. 

Dr. Jesse R. Stamper— Urology. 

It is suggested that members interested in pre- 
senting papers communicate with the chairman of 
the section on which they wish to appear promptly 
so that suitable arrangements may be made without 
further delay. 


FOURTH DISTRICT MEDICAL SOCIETY 

The following officers have been elected to serve 
for the coming year: 

President, Dr. W. R. Harwell; 
Dr. W. R. Matthews; Secretary-Treasurer; 
gate, Dr. J. M. 


Vice-President, 
Dele- 
3odenheimer; all of Shreveport. 
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RED RIVER PARISH MEDICAL SOCIETY 


The Red River Parish Medical Society recently 
elected the following doctors as officers for the 
year 1944: President, Dr. W. L. Davis; Vice-Presi- 
dent, Dr. W. B. Hunter; Secretary-Treasurer, Dr. 
W. W. Gahagan; Delegate, Dr. L. S. Huckabay; all 
of Coushatta. 


IBERIA PARISH MEDICAL SOCIETY 


The meeting for election of officers of the Iberia 
Parish Medical Society was held in New Iberia on 
December 8, 1943. The following officers will hold 
office during the year 1944: Presideni, Dr. Edwin 
L. Landry, New Iberia; Vice-President, Dr. Lastie 
M. Villien, Jeanerette; Secretary-Treasurer, Dr. 
Harold M. Flory, New Iberia; Delegate, Dr. Wilton 
P. D. Tilly, New Iberia; Alternate, Dr. Harold M. 
Flory, New Iberia. 

POINTE COUPEE PARISH MEDICAL 
SOCIETY 

The following officers have been elected by the 
Pointe Coupee Parish Medical Society for the year 
1944: President, Dr. J. W. Plauche, Jr., Morganza; 
Vice-President, Dr. J. M. Mosely, New Roads; 
Secretary-Treasurer, Dr. F. F. Rougon, New 
Roads; Delegate, Dr. James O. St. Dizier, Walls. 


BEAUREGARD PARISH MEDICAL SOCIETY 

The following officers have been elected by the 
3eauregard Parish Medical Society for the year 
1944: President, Dr. Luke Marcello; Vice-President, 
Dr. Sam T. Roberts; Secretary-Treasyrer, Dr. 
Thomas R. Sartor; Delegate, Dr. Luke Marcello; 
all of DeRidder. 


BI-PARISH MEDICAL SOCIETY 

The Bi-Parish Medical Society met in the Receiv- 
ing Station, Angola, Louisiana. 

The following officers were elected for 1944: 

Dr. M. A. Walker, President. 

Dr. E. M. Robards, Vice-President. 

Dr. E. M. Toler, Secretary-Treasurer. 

Dr. W. E. Wilkinson, Delegate. 

Dr. Glenn J. Smith, Alternate Delegate. 

Dr. Dan Baker, Angola, was elected Member. 

Dr. J. E. Toups, Honorary Member. 

The General Manager and the Chaplain of Louisi- 
ana State Penitentiary made instructive talks. 

Dr. Dan Baker of Angola read an interesting and 
unusual paper on diaphragmatic hernia. 

Dr. J. E. Toups of Baton Rouge read an excellent 
paper on essential hypertension. 
freely and favorably discussed. 

Dr. M. A. Walker presented some of the x-ray 
pictures and tissues from various operations per- 
formed in the hospital. It was quite a revelation 
to all present what Dr. Walker had accomplished 
for the health and comfort of the inmates of the 
institution. 


Both papers were 
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We trust that the next Legislature wil! appro- 
priate us sufficient amount for the maintenance 
and further improvement in this hospital. 

A vote of thanks was extended to General Man- 
ager Mitchner and aids for the splendid dinner 
given the Society. 

The Society adjourned to meet in East Louisiana 
State Hospital, Jackson, for the first Wednesday in 
March, 1944, at 7 p. m. 

Before repairing to the Receiving Station for a 
bounteous dinner prepared under the direction of 
General Manager Mitchner and aids, members and 
guests toured the State Penitentiary Hospital and 
extensive farm. 

E. M. Toler, M. D.. 
Secretary. 

Drs. David E. Brown, T. A. Watters, C. C. 
deGravelles and P. T. Talbot attended a meeting 
of the Eighth District Medical Society in Alexan- 
dria on the night of December 6 and a meeting of 
the Fifth District Society on the night of Decem- 
ber 7 in Monroe. These meetings were most 
encouraging both from the standpoint of attendance 
and interest displayed in the scientific program 
and discussion of present day problems of our 
medical profession. 


WAR MANPOWER COMMISSION 


Procurement and Assignment Service for 
cians, Dentists, and Veterinarians 


Physi- 


To: State Chairmen for Physicians. 

From: Directing Board, Procurement and Assign- 
ment Service. 

Subject: Approval by State Boards of Licensure of 
Nine Months’ Internship. 


The Federation of State Boards of Medical Li- 
censure has communicated with all States requiring 
the prerequisite of an internship for licensure to 
practice medicine. Every State and territory 
approved the nine months’ internship for commis- 
sioned officers, accepting either general military 
service or service in a military hospital of three 
months to make up for entire internship of a year. 

A number of States did not approve the nine 
months’ internship for persons ineligible for mili- 
tary service. Therefore, all interns not going into 
the service should be told to serve an additional 
period of nine months as a junior resident so that 
he or she may qualify for the minimum internship 
requirements of some States. This is a means by 
which more physically disqualified men may be 
encouraged to take residencies. 


The following letter has been received which is 
self explanatory. Any Parish Society desiring to 
avail themselves of any of these films should get 
in touch with Mr. McLeod: 





la 
in 
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BRITISH CONSULATE GENERAL 


New Orleans 12, La. 
November 19, 1943 
Louisiana State Medical Society 
1430 Tulane Ave. 
New Orleans, La. 
Gentlemen: 

The British Information Services have opened an 
office here in New Orleans for the distribution of 
factual films in the British war effort. 

Among them are some which would be of great 
interest to medical groups. Especially, Plastic 
Surgery in Wartime in technicolor and this is in 
three reels and runs twenty-seven minutes. It is 
a lecture film made by the famous plastic surgeon, 
Sir Harold Gilles. Another film that might be of 
interest is entitled Malaria, in three reels and runs 
about thirty minutes. 

This office will be glad to cooperate in any way 
with your association in securing any other films 
pertaining to your work of which we have twelve 
on Health and Medical Science. 

Very truly yours, 
H. S. McLeod, 
British Information Services 
1238 Canal Building 
New Orleans, La. 

Operating under an accelerated wartime schedule, 
the Louisiana State University School of Medicine 
will close its March-December 1943 school year with 
Commencement Exercises which will be held at the 
Municipal Auditorium in New Orleans on Decem- 
ber 20, 1943, at 8 p. m. Seventy-seven seniors will 
receive the degree of Doctor of Medicine at the 
Of these, 38 are affiliated with the 
Army Specialized Training Unit No. 3876, and 30 
with the Navy Specialized Training Unit. The 
remaining, 19, are civilians. 

Dr. Reginald Fitz, Assistant to the Dean, Har- 
vard Medical School, Vice-Chairman of the Ameri- 
can Board of Internal Medicine, and member of the 
Council on Medical Education and Hospitals of the 
American Medical Association, will deliver the 
Commencement Address. 

Following the Commencement Exercises the 
Schoool of Medicine will recess until the opening of 
the new school year on January 3, 1944. 


exercises. 





The many friends of Dr. and Mrs. Julius W. 
Daigle of Assumption Parish are pleased to know 
that on Thanksgiving Day there was born to Mrs. 
Daigle three boy children. 


THE AMERICAN COLLEGE OF SURGEONS 
INITIATES IN 1943 


LOUISIANA 
Woodward D. Beacham..........................New Orleans 
Charles L. Brown...... : a ....New Orleans 


Ernest Celli ........... ae 
Harry A. Davis... 


New Orleans 
..New Orleans 


John A. Hendrick 


J. Ralph Phillips... 


Robert P. Hays New Orleans 

Shreveport 
Lake Charles 
New Orleans 

Alexandria 
Baton Rouge 
New Orleans 
New Orleans 


Robert P. Howell... 
LeRoy J. Kleinsasser. 
Maunsell B. Pearce..... 


Lee C. Schlesinger 
E. Perry Thomas 
SOUTHERN SECTION OF AMERICAN 
FEDERATION FOR CLINICAL 
RESEARCH 

A most successful meeting of the Southern 
Section of the American Federation for Clinical 
Research was held at the Charity Hospital on 
December 3 and 4. Some twenty-six papers were 
read, not only by local men, Drs. Ashman, Bayley, 
Burch, D’Antoni, Faust, LaDue, McCoy, Mayerson, 
Napier, Ochsner, Senekjie and Winsor, but by 
visitors as far north as Minnesota as well as from 
Texas, Alabama, Mississippi and nearby states. 
The meeting concluded with a luncheon and a busi- 
ness meeting. 

It is to be hoped that this organization, which is 
primarily interested in clinical research, will con- 
tinue to hold as instructive and valuable meetings 
in the future as the one just concluded. 


TOURO INFIRMARY 


The regular meeting of the Medical Staff was 
held Wednesday, December 8 at 8 p. m. The fol- 
lowing program was presented: A clinico-pathologic 
conference with a clinical discussion by Dr. P. D. 
Russ; case reports on cardiac mechanism disturb- 
ances by Dr. M. Gardberg; case reports on plastic 
surgery of the nose, ear and upper lip by Dr. W. 
R. Metz. 


INFECTIOUS DISEASES IN LOUISIANA 


The Louisiana State Board of Health reported 
that for the week ending November 13 there were 
reported a few diseases in numbers greater than 10. 
There were 19 cases of pulmonary tuberculosis 
listed; there were 15 of malaria, 14 of scarlet fever, 
13 of typhus fever, and 11 of influenza. The 
typhus fever cases were scattered pretty well 
throughout the state, Orleans Parish reporting 
seven of them and East Feliciana four. Inciden- 
tally, all except one case of malaria came from 
East Feliciana. The following week there was 
rather a sharp increase in the number of reportable 
diseases. In this week there were listed 54 cases 
of pulmonary tuberculosis, 20 of measles, 15 of 
influenza, 13 of diphtheria, and 10 of scarlet fever. 
Three cases of poliomyelitis were listed this week 
from three different parishes in the state. The 
typhus fever cases were reported from five par- 
ishes, no one of which had more than one case 
except Calcasieu. The fairly large number of pul- 
monary tuberculosis cases include 19 reported from 
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military sources. The week which closed Novem- 
ber 27 had recorded 19 cases of pulmonary tuber- 
culosis and 10 of bacillary dysentery. No other 
reportable diseases occurred in greater numbers 
than this. One patient with poliomyelitis was 
found in St. Bernard Parish, and five cases of 
typhus fever were reported throughout the state. 
The week ending December 4 was the week in which 
the monthly total of venereal diseases was recorded. 
There were 1,382 cases of syphilis, 989 of gonor- 
rhea, 40 of chancroid, 19 of lymphopathia vene- 
reum, and 6 of granuloma inguinale. Of the 
diseases that are reported weekly there occurred 
37 cases of pulmonary tuberculosis, 35 of influenza, 
19 each of septic sore throat and chickenpox, 11 
of whooping cough and 10 of diphtheria. Two cases 
of poliomyelitis were reported this week. 


HEALTH OF NEW ORLEANS 


The Bureau of the Census, Department of Com- 
merce, reported that for the week which ended 
November 13, 113 deaths occurred in New Orleans 
as contrasted with 156 in the previous week. Of 
these deaths 76 were in the white individuals and 
37 in the There were nine deaths in 
infants under one year of age. There was a 
big increase in the following week in the number 
of deaths in the city, 163 citizens of New Orleans 
expiring in this particular week of whom 106 were 
white and 57 were colored, and 11 were children 
under one year. The death rate in New Orleans 
was uniformly low throughout the year, but may 
have increased quite considerably in the latter 
weeks of November and early weeks of December. 
For the week ending November 27 there were 173 
deaths as contrasted with the three year average 
of the corresponding week with 138 deaths. One 
hundred and fourteen of those who died were white 
and 59 colored, with 14 infant deaths. For the 
week closing December 4 there were 157 deaths 
in New Orleans, divided 92 white, 65 colored, with 
25 infant deaths. Exactly the same number of 
deaths occurred in New Orleans in the week of 
December 11 as in the previous week, but there 
were 17 more deaths in the white population and 
17 less in the colored. The infant mortality rate 
had gone down as there were only 12 infants who 
died this week. 


colored. 


DR. FRED J. MAYER 
(1859-1943) 


The many friends of Dr. Fred J. Mayer will miss 
seeing his always cheerful and bright face at the 
annual meeting of the state medical society. Dr. 
Mayer died on December 1 in Opelousas at the age 
of 84. He had spent all of his life in Louisiana 
except for a relatively short time when his educa- 
tion was continued in Europe. Dr. Mayer taught 
for six years in the public schools and entered 
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Tulane Medical School from which he graduated in 
the year 1883. 

The physicians of Louisiana are familiar with 
Mayer’s work on yellow fever and tuberculosis, 
They knew him as well as president of the Louisi- 
ana State Medical Society, having been elected in 
1915. He was president of the Attakapas Medical 
Society and he was a member as well of many 
social and civil organizations in Opelousas. His 
departure from this life will create a real vacancy 
in the medical profession of the state. 


DR. A. A. AUCOIN 
(1862-1943) 


Dr. A. A. Aucoin died on December 18 at Platten- 
ville, Louisiana, at the age of 81. Dr. Aucoin was 
active in Assumption Parish not only in medical 
fields but also in the educational activities of this 
parish. He held a gold star certificate from the 
state board of health for fifty years service as a 
pharmacist. 


DR. DIX H. ALVERSON 


Dr. D. H. Alverson of Shreveport was born in 
1880, graduated in medicine from Memphis Hos- 
pital Medical College in 1902. He died in Shreve- 
port suddenly on September 7, 1943. 


WOMAN’S AUXILIARY 

“The primary factor in American life is a daunt- 
less man. Out of self-faith, out of a clear vision 
and an unspeakable and unshakable confidence in 
his heart, such an American believes that he can 
stand up to the world of his times, whatever his 
times may be, refuses to be dissuaded or discour- 
aged. In short, he doesn’t quit. America abounds 
with such men. Their credit is character. Their 
funds are faith and hard work. Their purpose is 
the American way of life.” (Henry J. Taylor.) 

Such are our husbands, the doctors of our own 
United States. On June 3, 1943, Senator Robert 
Fk. Wagner, of New York—for himself and Senator 
James Murray of Montana—introduced in the Sen- 
ate, Bill 1161, known to the Medical profession as 
the Wagner Act. 

Ladies of the Auxiliary to the Louisiana State 
Medical Society, at this time when our husbands 
are either in the Army or overworked at home this 
is more than ever our fight to help in an educa- 
tional problem so that the lay people of this state 
can know what this act would mean to the doctors, 
to their patients and to the United States of 
America as a whole, if passed in our Congress. 

Do you know the meaning of this Act? Have you 
discussed it with your husbands and the leading 
doctors of your community? If so, make it a topic 
of conversation and pass resolutions in your 
Auxiliary making it a topic of conversation in your 
bridge, at your teas and at all social functions. 
But, first be sure that you have a talking know!- 
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edge of this act and what it would mean if it was 
passed and set up in the United States. 

This act will either be passed and enforced upon 
American people in a very short time or if we band 
together it will be doomed never to come up in 
our Congress again. It is up to us as members of 
the Medical Auxiliary to take this stand with our 
husbands in this fight. Should you want literature 
write to: 

Dr. Val Fuchs 
American Bank Bldg. 
New Orleans, La. 
asking him to have it put at your disposal. 

Today our boys are fighting and losing their lives 

on the battlefront for Democracy. Will we stand 
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idly by and let the people be misled by the promise 
of cradle to the grave security at a cost of complete 
domination at the hands of the political bureau- 
crats? 

In the words of Winston Churchill, “We must 
beware of trying to build a society in which nobody 
counts for anything except a politician or an of- 
ficial, a society where enterprise gains no reward, 
and thrift no privileges.” 

Wishing all of you a Happy New Year and 
greetings of the season, I urge you to make this 
your fight. 

Mrs. M. C. Wiginton, 


Chairman Committee Press and Publicity. 
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BOOK REVIEWS 


Protein Hormones of the Pituitary Body: By H. B. 
Van Dyke, and others. New York, New York 
Academy of Sciences, 1943. Pp. 173. Price, 
$2.00. 


This monograph is made up of a series of seven 
papers given at a conference held by the Section 
of Physics and Chemistry of the New York Acad- 
emy of Sciences on January 9 and 10, 1942. The 
introductory chapter by Van Dyke is an excellent, 
brief summary of the alleged functions of the 
pituitary gland. This is followed by papers on 
the criteria of purity of proteins, the hormones of 
the posterior lobe of the pituitary gland, the chem- 
istry of thylakentrin (the follicle-stimulating hor- 
mone), the luteinizing, lactogenic, growth and 
metabolic hormones of the anterior pituitary gland. 
Each chapter is written by an expert who has con- 
tributed extensively to the particular field under 
discussion. Emphasis is placed on methods of 
extraction and assay, purity of the substances and 
their physical and chemical properties. 

The practitioner of medicine who has been using 
the anterior pituitary hormones in the treatment 
of various endocrine conditions should find this 
monograph of great interest and value. He will 
be encouraged by the effort and progress that is 
being made to provide him with purer prepara- 
tions. He will also be grateful to the various au- 
thors for providing him with an excellent summary 
of material which is not easily available to him. 


H. S. MAYERSON, Pu. D. 


The Mind of the Injured Man: By Joseph L. Fet- 


terman, M.A., M.D. Chicago, Hl., Industrial 
Medicine Book Company, 1943. Pp. 260. Price, 
$4.00. 


This book, written for interested laymen as well 
as physicians, is a clear and simplified presenta- 
tion of the effects of injury on the functioning of 
man’s mind. It is remarkably complete. 


The first four chapters on brain anatomy, 
physiology, psychology, kistory taking, physical ex- 
amination, laboratory studies and x-ray are of use 
in introducing the layman to the subject of the 
book but are too elementary for the physician. 

Beginning with Chapter Five there are good 
discussions of the pathoiogy and symptoms of the 
various kinds of brain injury and the results of 
trauma on the diseased brain and already mal- 
functioning personality. Spinal cord and nerve in- 
juries are considered briefly. With vivid case de- 
scriptions he shows the relationship of trauma in 
its various forms to the development of personality 
dysfunction and psychoses. There is an interesting 
and detailed chapter on the detecting and handling 
of malingering and an instructive chapter on the 
management of head injury cases, including psy- 
chotherapy and rehabilitation. His recommenda- 
tion for compensation neuroses is very good—“long 
extended compensation for neurotic illness should 
be discontinued.” The kook also includes accepted, 
up-to-date methods of preventing and treating psy- 
chological casualties of warfare. 

WALKER THOMPSON, M. D. 
Manual of Fractures: By C. M. Shaar, M. D., 

F. A. C. S., and Frank P. Kreuz, M. D., F. A. 

C. S. Philadelphia, W. B. Saunders Co., 1943. 

Pp. 300. Price, $3.00. 


This book is written by a Captain and a Lieu- 
tenant Commander of the United States Navy. 
In the words of Rear Admiral Ross T. McIntire, 
who wrote the foreword, “it is a real contribution 
and much good should come of it.” 

The authors point out that on a ship at sea 
pendulum motion vitiates traction methods and in 
battles, encumbrances of traction may be additional 
jeopardy to the life of a convalescent. External 
skeletal fixation obviates many of these dangers 
and permits activity and ambulant recovery of 
practically all types of fractures. 
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The book deals almost entirely with the treat- 
ment of fractures with the Stader type of splint. 
The text and illustrations adequately describe the 
method of its application. The adaptability of the 
method is perfectly remarkable; from alignment 
and fixation of lighter fragments like those of the 
mandible to the more surprising adequately fixed 
“heavy” fragments like those of a fractured femur, 
their pictured results are convincing and in their 
anatomic accuracy even brilliant. 

This book is a corroboration of a relatively new 
type of immobilization for fractures. It is con- 
vineing evidence of its adaptability to all types of 
fractures. It may well initiate a popular trend in 
the treatment of fractures. 

HOWARD MAHORNER, M. D. 
Rehabilitation of the War Injured, A Symposium: 

Edited by William Brown Doherty, M. D. and 

Dagobert D. Dumas, Ph. D. New York, Philos- 

ophical Library, Inc., 1943. Pp. 684. Price, 

$10.00. 

This is a timely subject and an important one! 
The editors have used a good trick for meeting the 
time problem by drawing on the current literature 
for an accumulation of articles pertinent to the 
subject “Rehabilitation of the War Injured.” The 
result is just what might be expected—a conglomer- 
ation of ideas. 

There are many articles by excellent writers, 
these forming valuable and authoritative chapters. 
Most of them, however, like so much in the current 
literature, represent only the raw personal ideas of 
the individual author. They are interesting and 
stimulating, but not always generally applicable. 
Sadly enough, there are a certain number of ar- 
ticles reproduced which have nothing more favor- 
able to be said of them than that their subject mat- 
ter falls within the broad scope of the book’s title. 
These add unnecessary bulk to the 684 pages, and 
many of them overlap as to material covered. 

The fields of neurosurgery, neuropsychology, or- 
thopedics, plastic surgery, opthalmology, physio- 
therapy, occupational therapy, and general pro- 
gram organization are all included. An example of 
the natural shortcomings of this method of cover- 
age is represented by the chapters pertaining to the 
single important problem of amputations. 

Two articles are reproduced to cover amputa- 
tions. Both are from the British literature. The 
result is a one-sided presentation of a subject con- 
cerning which the English authorities are in ab- 
sclute disagreement with Canadian and American 
authorities. The English avoid end-weight-bearing 
and side-weight-bearing stumps and so use pros- 
theses of a completely different principle than ours. 
Both sides of the problem should be presented. 

The need for a fresh review of this subject of 
rehabilitation is becoming more urgent by the 
minute. This symposium collected by Doctors Do- 
herty and Runes will help tide us over until a more 
concise and dependable reference is available. 
DONALD T. ImRIg, M. D. 
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of case reports are included. 






Roentgenographic Technique: By Darmon Artelle 
Rhinehart, A. M., M. D., F. A. C. R., 3rd ed. 
Philadelphia, Lea and Febiger, 1943. Pp. 471. 
Price, $5.50. 


There are few individuals interested in roent- 
genographie technic who are not familiar with the 
first two editions of this book. The third edition 
has been enlarged to include the advances made in 
this field. 

As in previous editions, the author discusses in 
detail the procedures which are necessary to work 
cut a satisfactory technic for the specific appara- 
tus employed. This is accomplished by planned ex- 
periments and charts of diagnostic exposures. The 
thickness and roentgenographic densities of the 
part are considered of primary importance in the 
determination of the proper factors. 


The sections on physics, roentgen ray equipment 
and the processing of x-ray equipment and the 
processing of x-ray films are clear but are not 
overburdened by minute and unnecessary details. 
In the remainder of the volume the technical pro- 
cedures for roentgenography of each anatomical 
part are discussed. An adequate bibliography is 
included at the end of each chapter. There are 201 
excellent illustrations of photographs, roentgeno- 
grams and line drawings. 


This book should be considered an essential part 
of every x-ray installation. It should aid consider- 
ably in improving the quality of radiographic work 
if it is read carefully and employed as a source of 
reference in the unusual technical procedures. 

J. N. ANE, M. D. 


Injuries of the Skull, Brain and Spinal Cord: 
Edited by Samuel Brock, M. D. 2d ed. Balti- 
more, Williams & Wilkins Co., 1943. Pp. 616, 
illus. Price, $7.00. 


The first edition of this volume, published in 
1940, has proved sufficiently valuable to warrant 
revision within three years of its original publi- 
cation. The second edition has been modernized by 
the careful revision of nine of the chapters and by 
the addition of a chapter by Paul F. A. Hoefer on 
electroencephalographic findings in cases of head 
injuries. The revisions have been made primarily 
in an attempt to encompass the newer types of 
injuries sustained in combat zones and also to em- 
phasize the value of the immediate application of 
sulfonamide derivatives in the treatment of such 
injuries. 

The chapter on the electroencephalogram in head 
injuries is based primarily on an analysis of 244 
cases of head injuries treated between 1940 and 
1942 at the Neurological Institute of New York 
selected from a group of 300 patients with head in- 
juries on whom an electroencephalogram was made. 
Samples of electroencephalograms demonstrating 
normal and abnormal activity as well as a number 
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Each of the twenty-three contributors to this 
volume fas presented an excellent depiction of the 
numerous phases of injuries of the nervous system 
to constitute a unified and complete text on the 
‘ich can be highly recommended. 


DEAN H. ECHOLS, M. D. 
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Body Pols By Walter Truslow, M. D., F.A.C.S. 
Baltimers. The Williams and Wilkins Co., 1943. 


Pp. 502. Price, $4.50. 


This is am unusually good discussion of a subject 
previously passed over too superficially. Posture 
and body->uilding in general are at present very 
pertinent subjects because of their place in military 
training. Probably they have never been appre- 
ciated as Tully in America as in the totalitarian 
states. 

Doctor Truslow discusses anatomy and correl- 
lates it with body mechanics. He 
number of 


also covers a 
pathological conditions, and although 
some might criticize the author for his emphasis on 
exercise im the treatment of scoliosis, they cannot 
deny the tact that the more definite orthopedic 
measures are also included. 

The illustrations are clear and the instructions 
for the physiotherapist definite. A unique con- 
tribution With his back- 
ground of close association with athletic activity of 
various types, the author has been able to analyze 
kinesiologically, the complex motions making up 
such sports as walking, golf, swimming, pole-vault- 
ing, and classify them as to their effect on posture. 
This is a field deserving of much attention. 


is the section on sports. 


The book is written to help the layman, but 
should prove of value not only to workers in physi- 
but every physician who is interested 
in helping young people grow and develop properly. 
There is am anatomical glossary further to aid the 
lay individual. 


cal education 


DONALD T. IMRIE, M. D. 


The Compieat Pediatrician: 
son, M. A., D. Se., M. D. 
Duke Univ. Pr., 1943. 


By Wilbert C. Davi- 
7th ed. Durham, N. C., 
Pp. 256. Price, $3.75. 

The new edition of The Compleat Pediatrician is 
very welcome at this time. In these days where 
general men are doing pediatrics it is almost an 
essential in their library. The pediatrician needs 
it as he has not the time to do extensive reading. 

This book is divided into seven chapters on the 
basis anatomical system chiefly involved, 
older edition is arranged in the se- 
quence as a physician examines and interviews the 
patient. 


of the 


whereas the 


This edition has the same chapters on laboratory 
procedures, 
that the 


revised. 


diet, drugs, and nursing procedures 
td one has but all have been thoroughly 


SUZANNE SCHAEFER, M. D. 
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Allergy: By Erich Urbach, M. D. 
Grune and Stratton, 1943. Pp. 1073. 


New York, 
Price, $12. 

This large comprehensive work covers a great 
deal of literature on allergy, and it evidences a 
great deal of work by the author. Many younger 
men in the field will in this book obtain ideas about 
older and valuable contributions which may have 
appeared in the literature even before they studied 
medicine. Dr. Urbach brings the questions up to 
date, and all in all, the book is to be recommended. 
His ideas are more that of the European school of 
allergists. Some of his statements are not in agree- 
ment with the ideas of the reviewer. The section 
on allergic disorders is particularly excellent, and 
he goes to great length to show the importance of 
the study of allergy to general medicine. Many 
good ideas of treatment are included. It should 
serve as a good reference book for all medical men. 


HENRY D. OGDEN, M. D. 


The Inner Ear: Including Otoneurology, Otosur- 
gery, and Problems in Modern Warfare: By 
Joseph Fischer, M. D., and Louis E. Wolfson, 
M. D. New York, Grune & Stratton, 1943. Pp. 
421. Price, $5.75. 

In the authors’ preface, Fischer calls attention 
to the paucity of information on the labyrinth in 
the text books on otology on one hand, and the 
bewildering maze of minutiae in the voluminous 
encyclopedias on the subject, on the other. He and 
Wolfson have therefore attempted in the present 
treatise to bridge this wide gap. 


Major attention has been given to the labyrinth 
and its intracranial pathways, but the cochlea is 
adequately covered as well. 


Surgery of the labryinth for deafness is discussed 
and brought as far up to date as Lempert’s fenestra 
nov-ovalis operation in which the fistula is made 
in the dome of the vestibule anterior to the ampulla 
of the external semicircular canal itself. This 
permits a larger fistula, made through thinner 
bone, and the fenestrum is created in that part of 
the vestibular labyrinth that has the largest cir- 
cumference of perilymphatic space. The authors 
feel that although surgical treatment does not cure 
otosclerosis, the fact that many cases have shown 
improvement in hearing of up to five years’ dura- 
tion, justifies the operation at the hands of a 
skilled surgeon. They deplore the fact that there 
is still no rational medical treatment of otosclerosis 
because of lack of knowledge of its etiology. 


Infection of the labyrinth, war trauma to the 
labyrinth, the role of the inner ear in aviation, 
are only a few of the subjects that are discussed 
with great clarity. 

The volume is a definitely valuable contribution 
to the library of the otologist. 

H. L. KEARNEY, M. D. 
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Dictionary of Biochemistry and Related Subjects: 
Ed. by William Marais Malisoff. New York, 
Philosophical Library, Inc., 1943. Pp. 580. Price, 
$7.50. 


In the preface the editor declares the volume to 
be “a pioneering effort in an entirely new field. 
There have been no previous dictionaries of this 
kind. Furthermore, the concept of a ‘dictionary’ 
has been changed from that of a mere alphabetical 
glossary to something resembling an encyclopedia. 
The dictionary contains a great deal of glossary 
material and also a great deal of fairly lengthy 
authoritative discussion. It tries to maintain a 
balance between obsolescent, established and newly 
explored material. It is designed for readers of 
biochemical literature who might want the defini- 
tion of terms used more than a decade ago, as well 
as terms just coined. There was no intention of 
replacing textbooks or abstract or review journals, 
except in so far as certain items are greatly neg- 
lected or not easily available.” 

Of approximately ten thousand terms defined, 
many include chemical tests for the substance in 
question. Terms defined include such items as: 
abort, liver and fuzz, while. whiskey 
. is stated to have intoxicating effects when 
taken internally.” On the other hand, folic acid, 
biotin, pantothenic acid and sufanilamide are in- 
cluded. The short articles by forty-six well-known 
collaborators include five to 15 pages of discussion 
on such subjects as Autolysis, Chemotherapy, Digi- 
talis, Glucosides, Biochemisty in Relation to Psy- 
chiatry, as well as Physiology of Amino Acids, 
Carbohydrate Metabolism, Permeability, ete. Each 
article is followed by a list of representative refer- 
ences. 


abdomen, 


“ 


The quality of the paper available in these war 
times does nothing to improve the legibility of the 
formulae, equations and charts employed. 
cases this 


In some 
illustrative material has been se dras- 
tically reduced in size as to become difficult to read 
with a magnifying glass. 

Considered by and large, however, this dictionary 
will answer most questions of a biochemical nature 
in the mind of almost everyone except the expert 
in this field, and the editor’s pioneering effort is 
to be commended. 

A. O. KASTLER, Ph. D. 
Ed. by F. C. Koch and Philip E. 
Smith. Lancaster, Pa., Jacques Cattell Press, 
1942. Pp. 146. Price, $2.50. (Biological Sym- 
posium, v. 9.) 


Sex Hormones: 


This symposium on the sex hormones is edited by 


F. C. Koch and Philip E. Smith, and contains a 
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foreword by Frank R. Lillie. It forms one of sevy- 
eral symposia presented as part of the 50th anni- 
versary of the University of Chicago, in 
ber 1941. 

The volume contains eight articles diviged into 
two groups, the first the sex hormones, their action 
and metabolism; the second deals with the 
monal factors in the inversion of sex. 

The comparative biology of the testicular and 
ovarian hormones is described by Moore: and their 
comparative metabolism influences is considered by 
Kenyon. An excellent chapter on the metabolism 
of estrogens is contributed by Doisey. The metab- 
olism of androgens is discussed by F. C. Koch whose 
paper contains some clinical data. The foregoing 
papers should be of interest to those with special 
interest in these fields of endocrinology. 

The concluding chapters are of little clinical in- 
terest and include a discussion of sex inversion as 
noted in bird plumage by Danforth; sex inversion 
in the amphibian by Humphrey; the effect of hor- 
monal factors in sex and inversion by Greene, 
and Hormones and Experimental Manifestations 
of Sex by R. K. Burns, Jr. 

This symposium is clear, concise, authoritative, 
but of limited interest to physicians. 

W. B. WEINSTEIN, M. D. 
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